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ABSTRACT
Schweizer, Amy Christine Burlar. Exploring The Needs Of Families Of Hospitalized
Critically Ill Individuals In A Caribbean Setting. Published Doctor of Philosophy
dissertation, University of Northern Colorado, 2019.
Critical illness can be a traumatic, stressful time for families of hospitalized
critically ill patients. Understanding the characteristics and needs of families of critically
ill patients can assist the health care team to provide quality care that is responsive to the
unique characteristics of family members. Providing culturally congruent care can help
to minimize the negative consequences of this time of crisis. The purpose of this
descriptive correlational study was to explore the needs of family members of
hospitalized critically ill adults in a Caribbean setting. Leininger’s Theory of Culture
Care Diversity and Universality provided the framework for this study.
Survey methodology was used in a convenience sample of 42 adult family
members of adult critically ill patients. This study took place in an eight-bed ICU in an
acute care facility in the US Virgin Islands over three months.
This study found that assurance and information needs ranked most important.
Furthermore, these needs were perceived be met most frequently. However, some of the
most important needs were not among needs that were met most frequently. There were
significant relationships between gender and time spent at the bedside with perception of
importance of needs and needs being met, respectively. However, in general, there was
not a significant difference between many of the needs and selected demographic
characteristics. Finally, an exploration of cultural characteristics revealed that families
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use prayer as an important part of coping strategies during the critical care admission.
These findings have the potential to influence the provision of culturally congruent
nursing care and can be used to plan educational offerings for the interdisciplinary care
team.
Key words: critical care, family nursing, needs, Theory of Culture Care Diversity and
Universality, Caribbean families
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CHAPTER I
INTRODUCTION
Critical illness has a significant effect on families. The needs of families of the
critically ill have been explored extensively internationally and have led to the
development of culturally appropriate nursing practices. There remains, however, a gap
in the literature concerning the needs of families in the Caribbean. This dissertation
presents a descriptive correlational field study of the needs of adult family members of
adult critically ill individuals in a Caribbean setting – both native Caribbeans and tourists
to the area alike are the focus of this study. This introductory chapter includes contextual
background, problem statement, research questions, definitions, significance, and
theoretical perspective.
Background
Context – United States Virgin Islands
The US Virgin Islands (USVI) is an American territory located about 1300 miles
southeast of the state of Florida and 800 miles north of Venezuela in the Caribbean Sea
(Distance Calculator, n.d.). The population of the territory and all its islands is
approximately 108,000 (US Census Bureau, 2011). The three major islands inhabited by
residents of the territory include St. Thomas, St. Croix, and St. John. Tuhe population of
the USVI is dispersed over approximately 130 square miles (Central Intelligence Agency,
2018). The major towns, Charlotte Amalie (St. Thomas), Cruz Bay (St. John),
Frederiksted (St. Croix) and Christiansted (St. Croix) are the most densely populated
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areas of the three major islands; however, most people reside in more rurally located
areas called estates. The terrain is steep and the roads are often in poor condition, which
makes public transportation and using alternate methods of transport, like walking or
cycling, impractical. Neighborhoods across the islands are quite diverse; however, most
are predominantly West Indian, with some integration of white, Hispanic (primarily from
Puerto Rico and the Dominican Republic) and Haitian immigrants. One third of the
territory’s population is foreign born, most native to other islands in the Caribbean (US
Census Bureau, 2010a).
Political, legal and economic system. The territory has been under United States
(US) dominion since 1917, when it was purchased from the Danish government. The
territory is subject to US laws and benefits from much economic support from the US
government. The largest industry is tourism (retail and service industry), followed by
education and health care services. The retail and services industries are subject to the
seasonal ebb and flow of monies gained from tourists visiting the islands; thus they were
devastated by the 2017 hurricanes that visited the territory. Six out of the ten largest
private employers in the territory remained closed on a long-term basis one year after the
natural disasters, placing many at a greater economical disadvantage (US Virgin Islands
Hurricane Recovery and Resiliency Task Force, 2018).
Cultural and social norms. The Virgin Islands population is comprised of a
conglomerate of individuals from many different areas of the Caribbean (US Census
Bureau, 2010a) – it is the melting pot of the Caribbean. Although English is the primary
language spoken in the territory, some 30% of the inhabitants speak another language
(US Census Bureau, 2010a). There are over 120 churches on the three main islands
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(Viya, 2017) – nearly one church for approximately every one square mile, most of which
are of Christian denomination. Callwood, Campbell, Gary, and Radelet (2012) found that
Virgin Islanders recognize a strong connection between health and their spiritual or
religious practices.
Virgin Islands health-related culture. Lifestyle and health practices are
influenced by geographic isolation, as well as African, Caribbean, and US mainland
traditions. Native Virgin Islanders are characterized as valuing privacy and using
alternative therapies to manage health (Callwood et al., 2012; Nunez, Yarandi, & NunezSmith, 2011). Locally grown plants, such as soursop and lemongrass, are commonly
used in “bush tea.” Such herbal remedies, in the form of “bush tea,” are often used to
treat colds, fevers, headaches, coughs, digestive disorders, muscle and joint ailments,
acne, and women’s health problems (Center for Complementary and Alternative
Medicine, n.d.). Research has demonstrated that native Virgin Islanders are not likely to
share their use of herbal remedies with their healthcare providers (Callwood et al., 2012;
Nunez et al., 2011). On the other hand, Virgin Islanders are more likely to seek and
follow health-related advice from their friends and family rather than following a
prescribed regimen from a health care provider (Nunez et al., 2011). There is a lack of
trust in health care providers due to the significant portion that come from the US
mainland and other locales (Callwood et al., 2012; Nunez et al., 2011). Participants in
focus groups in a study by Callwood and colleagues (2012) expressed concerns about
confidentiality in the health care sector due to the small size of the islands where
communities are close-knit. Participants also expressed distrust in health care providers.
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They reported that non-native health care providers demonstrated a lack of cultural
understanding.
Socioeconomic status. It is well documented in the literature that there is a direct
relationship with socioeconomic status and health (Barr, 2008; Pizzigati, 2005;
Rimashevskaia & Kislitsyna, 2006; Shi & Stevens, 2010). The Virgin Islands
Department of Labor (n.d.) reports that there was 9.8% unemployment in June 2018
compared to the national average of 4% for the same period (US Department of Labor,
Bureau of Labor Statistics, n.d.). In 2009, there were 23,623 individuals living below the
poverty level, approximately 22% according to the US Census Bureau (2010b). This
demonstrates that while a large portion of people were employed, they were earning low
wages, which may have a connection with the low level of educational attainment in the
community. The educational attainment level for US Virgin Islanders at the high school
level or higher was only 68.9% (US Census Bureau, 2010a) compared to that of the
United States, which was 86.3% in the 2010 Census (US Census Bureau, 2010c).
Health and the healthcare delivery system. The leading causes of mortality in
US Virgin Islands in 2008 are from cardiovascular disease (34%), cancer (15%),
homicide (7%), and diabetes (7%) (Virgin Islands Department of Health, 2009). As a
comparison, deaths in the United States as a whole for the year 2008 were cardiovascular
disease (25%), cancer (22.9%), homicide (6.6%), and diabetes (2.9%) (Centers for
Disease Control, 2012). Infant mortality for 2008 (the most recent year data are
available) was 4.3 per 1,000 births, compared to 6.5% for the US (Virgin Islands
Department of Health, 2009).
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There are two hospitals in the territory, one located on St. Thomas – Schneider
Regional Medical Center, and one located on St. Croix – Juan Luis Hospital. Until the
damage from hurricanes Irma and Maria forced its closure in September of 2017,
Charlotte Kimelman Cancer Institute, was located at the Schneider Regional Medical
Center on St. Thomas. Members of the St. John community had to travel by ferry and
then automobile to receive cancer treatment. Now, due to the above-mentioned storms,
some health care services offered in the territory, such as hemodialysis and cancer
treatment, are severely limited (National Public Radio, 2018).
There is a community health center – Myrah Keating Smith Community Health
Clinic – located on St. John. This is a 24-hour walk-in clinic that provides primary care
along with urgent care services. Any person needing emergency care is transported by
ambulance ferry service to St. Thomas. This is a 20-minute boat ride and then
approximately ten minute travel time via ambulance to the hospital on St. Thomas. The
territory lacks specialized care for services such as neurosurgery, cardiovascular surgery,
and specialized pediatric care, among other things. For this reason, residents have often
had to travel to Puerto Rico or the US mainland to receive care (Callwood et al., 2012).
This places an additional burden on citizens of the territory, along with additional
hardship on families, who must adjust to the absence of a family member while they are
receiving care off-island. As previously mentioned, the arrival of the 2017 hurricanes
placed further limitations on the health care services offered in the territory, thus
increasing the burden on families and their loved ones who seek medical care.
There are three facilities in the territory that provide mental health and substance
abuse services (Substance Abuse and Mental Health Services Administration, 2012).
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According to Valmond and Callwood (2010), there is no reliable data on the incidence of
mental illness in the community and there is a lack of services available for children and
adults with mental health disorders. This is significant to those who are suffering the
negative mental and emotional health outcomes, such as family members of critically ill
patients.
Critical care in the territory. In the territory two hospitals provide critical care
services – one on St. Thomas and the other on St. Croix. Schneider Regional Medical
Center (SRMC), on the island of St. Thomas (the setting for this study) has an eight-bed
intensive care unit (ICU). Due to the lack of a pediatric intensive care unit, patients
across the lifespan are cared for in the one ICU at each hospital. Frequently, critically ill
patients are transferred via fixed-wing medical air ambulance to Puerto Rico or the US
mainland to receive specialized care, such as cardiac or neurosurgery or specialized
trauma care. However, undocumented individuals and self-paying patients remain in the
territory’s hospitals if they lack the financial means to be transferred. Children cared for
in the ICU are oftentimes flown off island to receive pediatric intensive care. Critical
care services at the territorial hospitals serve residents and visitors from nearby islands
along with vacationing tourists.
Healthcare workforce. In the USVI there is a shortage of health care workers.
As such, healthcare organizations must bring in a large number of temporary health care
workers. In recent years, temporary healthcare workers, specifically travel nurses,
comprised approximately 40% of the nursing workforce in the acute care setting (B.
Wheatley, DBA, personal communication, March 2015). Travel nurses who are not
familiar with the local culture may contribute to a lack of patient trust in the health care
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team. Nunez, Yarandi, and Nunez-Smith (2011) found that Virgin Islanders are more
likely to seek and follow health-related advice from their friends and family rather than
following a prescribed regimen from a health care provider, many of whom come from
the US mainland. Generally speaking, a lack of cultural competence within the
population of non-native health care workers may contribute to a lack of trust among
patients and caregivers.
Phenomenological research related to travel nurses’ experiences with caring for
families of critically ill individuals in this community revealed that these nurses often feel
unprepared to deal with the cultural differences in the patient and family population
(Schweizer, 2017). The knowledge gained through this study will help to address this
problem.
Problem Statement
Understanding the characteristics and needs of families of critically ill patients
can assist the health care team to provide quality care that is responsive to the unique
characteristics – whether that stems from being a native or a tourist in the Caribbean.
Families are an integral part of the care that is provided by critical care nurses, and
researchers have recognized that the critical care environment has an influence on the
wellbeing of both patient and family (Baumhover & May, 2013).
Needs of family members of critically ill patients have been explored extensively
since Nancy Molter’s seminal work (1979). From this important work, researchers
developed five different domains of needs – information, assurance, support, comfort and
proximity. Researchers have also found that various demographic and socioeconomic
variables have an influence on these needs (Bandari et al., 2015; Chatzaki et al., 2012).
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Although the needs of families of critically ill persons have been studied in depth,
there are no reports of studies indicating that the needs of families in the Caribbean have
been explored. Families in this region may have needs that differ from families in other
locations because of cultural differences, geographical isolation, and limited resources
that are available. Knowledge can be extrapolated from the extant literature on the
subject, but the nuanced experience and needs of families of critically ill patients in the
Caribbean remains a mystery. An understanding of the needs of families in this cultural
setting has the potential to inform culturally appropriate nursing practices.
Significance
Critical illness is a stressful event for family members. The intensive care unit is
a foreign environment (Vandall-Walker & Clark, 2011), which causes additional stress
for family members (Eggenberger & Nelms, 2007; Tramm et al., 2016). The critical care
admission provokes psychological distress due to trauma, which can present a risk of
death of their loved one (Tramm et al., 2016). Family members have expressed that the
time of critical illness of the patient left them feeling vulnerable and helpless
(Eggenberger and Nelms, 2007). Participants in this study used words like terrible, hell,
traumatic, and horrible to describe the psychological experience. Additionally, the many
unknowns of critical illness may also add to their stress (Tramm et al., 2016). Because
of this, family members expressed a desire to maintain proximity during this time (AlMutair, Plummer, Clerehan, & O’Brien, 2013b; Khalaila, 2012; Yang, 2008; Zainah et
al., 2016).
Family members express that critical illness of a loved one is a physically and
emotionally draining time (Eggenberger & Nelms, 2007; Hughes et al., 2005). Emotions
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described by family members include: fear, shock, frustration, guilt, confusion, worry,
irritability, numbness, depression, uncertainty, abandonment, anxiety, and anger (AlMutair et al., 2013a; Eggenberger & Nelms, 2007; Hughes et al., 2005).
Consequences of Stress for
Family Members
Critical illness of a loved one is a time of endurance for family members (Ågård
& Harder, 2007). Family members must endure uncertainty and worry in addition to long
periods of waiting (Ågård & Harder, 2007; Eggenberger & Nelms, 2007). The stress of
critical illness of patients has many consequences for family members including selfrelated work, such as working to sustain energy and finding meaning (Vandall-Walker &
Clark, 2011).
There are economic and social implications of this stressful time. Family
members may be absent from work to be near the patient (Swoboda & Lipsett, 2002).
Critical illness has an influence on the family member’s relationships. It has been
reported that household responsibilities and other commitments are of less priority during
this time (Turner-Cobb, Smith, Ramchandani, Begen, & Padkin, 2016).
Family members also report that faith is tested during this time. Al-Mutair et al.
(2013a) explored the experiences of family members in a Saudi Arabian setting where
family members typically possess strong Islamic traditions. Family members in this
study spoke of their belief in Allah as the ultimate healer. While the authors stated that
the findings of this study are unique to this setting, it is likely that family members of
different faiths in other locales have similar feelings that a higher power is ultimately in
control of the patient’s health.
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While the stress that occurs for family members can have negative consequences,
this situation requires them to use various coping strategies, which may include calling
on others for support (Tramm et al., 2016) and/or working to maintain hope and
optimism (Al-Mutair et al., 2013a). Interestingly, hope is an important requirement
mentioned in the literature related to family member needs (Leske, 1986; Molter, 1979;
Omari, 2009; Bandari et al., 2015). Health care providers need to deliver care that helps
to reduce the negative consequences the ICU admission can cause for the family member.
The needs of family members vary according to their cultural backgrounds. Thus, in
order to meet family members’ needs appropriately, it was essential to identify and
understand the importance and priority of needs within the Caribbean cultural context.
Research Questions
Q1

What is the perceived importance of needs of adult family members of
hospitalized ICU patients in a Caribbean setting?

Q2

To what degree do adult family members of hospitalized ICU patients in a
Caribbean setting perceive that needs are being met?

Q3

What is the nature of the relationship between demographic characteristics
and needs of adult family members of hospitalized ICU patients in a
Caribbean setting?
Definitions of Terms

Critical Illness
Critical illness is defined as admission of an individual, 18 years of age or older,
to the critical care unit for a life threatening or a potentially life-threating alteration in
physiology.

Family Members
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Family members are defined as adults, 18 years of age and older, who visit the
patient during their critical care admission and are related by blood, marriage, or adoption
or share an established relationship with the patient. This inclusive definition serves the
purpose of capturing all adults who are affected by the critical illness of the patient and
have a perspective on the needs and experiences of family members of critically ill
individuals. Family members of tourists, visitors, and natives to the Caribbean region are
included in this study. This will enable the researcher to explore the needs of a variety of
types of family members that receive care in this Caribbean setting.
Family Member Needs
Family member needs are requirements that have the potential for positive and/or
negative outcomes on family depending on whether they are met or not (Al-Hassan &
Hweidi, 2004; Browning & Warren, 2006). Specific family member needs in this study
are defined by the Critical Care Family Needs Inventory, which groups these needs in the
domains of assurance, comfort, information, proximity, and support (See Appendix A).
Theoretical Perspective
Culturally appropriate care is supported as an integral part of quality nursing care
(International Council of Nurses [ICN], 2013; The Joint Commission, 2010). Key
components of culturally appropriate care are an awareness of one’s own culture without
forcing it upon another, an awareness and understanding of other cultures, which relates
to this study, acceptance of and respect for differences in cultures, and customization of
care that is mindful of the patient’s culture (ICN, 2013). Not only is culturally
appropriate care a patient right (ICN 2013), it is also a regulatory requirement (The Joint
Commission, 2010). In its position statement on cultural and linguistic competence, the

12
ICN states “Communication of cultural understanding and respect is an essential tool in
forming a therapeutic relationship with the client”. Such care is also supported by the
American Association of Critical Care Nurses (AACN, 2015). The AACN asserts that
quality care given by nurses allows for the continuation of the patient and family’s
cultural practices at the bedside, while ensuring that such practices will benefit the patient.
Culture Care Diversity and
Universality
Culturally congruent care as defined by Leininger and McFarland is “culturally
based care, knowledge, acts, and decisions used in sensitive and knowledgeable ways to
appropriately and meaningfully fit the cultural values, beliefs, and lifeways of clients for
their health and wellbeing, or to prevent illness, disabilities, or death” (2006, p. 15).
Culture Care Diversity and Universality, authored by Madeleine Leininger, is the
theoretical perspective that frames this dissertation study. Respect for humans from a
holistic perspective – including culture – is essential to quality care. This theory helps
nurses to acknowledge and value the critical role of culture in “healing, caring practices,
and in medical treatment practices” (p. 1-2). Leininger’s Culture Care Diversity and
Universality theory combines anthropology and nursing, and asserts that appropriate
nursing care is defined by the culture of the patient population for which care is rendered
(Tomey & Alligood, 2002).
Leininger’s seminal work took place in New Guinea in the 1960s where she
studied the Gadsup people, living among them for two years. The purpose of the study
was to ascertain the cultural nuances that influence “care beliefs and practices”
(Leininger & McFarland, 2006, p. 29). As a result of the theorist’s in-depth study of this
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cultural group, she found that various important elements held meaning in care and care
practices.
Leininger’s Culture Care Diversity and Universality theory has 13 different
assumptions. The following two assumptions guided this study:
1. There are diversities and commonalities in “culture care expressions, meanings,
patterns, and practices” (Leininger & McFarland, 2006, p. 17).
2. Cultural influences “predict health, well-being, illness, healing, and ways people
face disabilities and death”; these influences include: “worldview, multiple social
structure factors, ethnohistory, environmental context, language, and generic and
professional care” (Leininger & McFarland, 2006, p. 18).
Leininger’s Sunrise Enabler to Discover Culture Care depicts seven domains that
influence care expression patterns and practices, and health, illness, and death. These
elements include:
•

technological factors,

•

religious and philosophical factors,

•

kinship and social factors,

•

cultural values, beliefs, and lifeways,

•

political and legal factors,

•

economic factors, and

•

educational factors.

Within the Sunrise Enabler it is recognized that families are an integral part of providing
culturally appropriate care. Participants in this dissertation study belong to a Caribbean
community with unique cultural features that influence their needs and experiences when
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they are faced with the critical illness of a loved one. Diversity and universality – the
similarities or differences – among cultures are seen in the findings of studies related to
needs of family members of critically ill individuals. Findings of this study have the
potential to inform nursing care and assist nurses in making transcultural care decisions
that are appropriate for members of this community.
Organization of the Study/Conclusion
In this chapter, a basic overview of the research problem was presented along
with the purpose statement, definitions, significance, and theoretical perspective. In the
next chapter, the research literature related to needs of families of critically ill individuals
will be examined.
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CHAPTER II
REVIEW OF LITERATURE
This literature review discusses key factors relevant to this study and examines
the concepts of “need” from the perspective of the family member of the critically ill
individual in a Caribbean setting. A search of selected databases within the EBSCOHost
platform for a combination of the key terms of “critical care,” “families,” “needs,” and
“experiences” revealed 49 relevant articles related to needs of families and seven articles
relevant to the exploration of experiences of family members. Articles included in this
review were published since 1979 when Molter published her seminal work on the needs
of family members of critically ill adults. To gain a sense of the evolution of family
needs since this time, articles published in English since 1979 are included in this review.
A few articles considered in the discussion of family member experiences also examined
the needs of family members during this time (Al-Mutair et al., 2013a; Tramm et al.,
2016). Many studies published in countries other than the United States discuss family
needs in light of culture or geographic location. A summary of these findings is
presented later in this chapter.
Needs of Family Members of Critically Ill Patients
The needs of family members of hospitalized individuals have been studied since
the work of Hampe (1975) who examined the needs of grieving spouses and Molter
(1979) who studied the needs of family members of critically ill individuals. Molter’s
seminal work laid the foundation for others to explore needs of family members of
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critically ill individuals with the Critical Care Family Needs Inventory (CCFNI), which
has been translated into numerous languages (Paul & Rattray, 2007) and has been
adapted by researchers for use in settings such as the emergency department (Redley &
Beanland, 2004).
Types of Family Needs
Family needs have been categorized into the following domains: assurance,
comfort, information, proximity, and support (Bandari et al., 2014; Bijttebier et al., 2000;
Chien, Ip, & Lee; 2005; Dharmalingam, Kamaluddin, & Hassan, 2016; Leske, 1991).
These domains follow the CCFNI and are supported by findings from the qualitative
(Coulter, 1989; de Beer & Brysiewicz, 2016; Fry & Warren, 2007; Tramm et al., 2016)
and mixed methods literature in the topic area (Burr, 1998; Koller, 1991; Yang, 2008).
The order of importance for domains emphasized in this literature review is: 1) assurance,
2) information, 3) support, 4) proximity, and 5) comfort
Description of Identified Need
Domains
Assurance. Assurance needs relate to the assistance provided to family members
that promotes confidence in the care being provided to the patient. Some of the items
related to assurance include: to be assured the best possible care is being given; to have
questions answered honestly; to know the expected outcome; to have explanations given
that are understandable; and to feel there is hope (Bijttebier et al., 2000).
Information. Information needs relate to facts provided to the family that help
them learn about the critical condition, treatment, and prognosis of the patient. Some of
the items related to information include: knowing how the patient is being medically
treated; being provided with an explanation of what is being done for the patient; to be
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called at home when there are changes in the patient’s condition; and to have a specific
person to call at the hospital when unable to visit (Bandari et al., 2014).
Support. Support needs are those related to assisting family members during the
critical care admission (Bandari et al., 2015). Items related to the support domain include
providing directions to family members for what they are to do while at the bedside;
having an explanation of the ICU environment; having a friend or another person at the
bedside while visiting; to feel that hospital personnel care about the patient; to be told
about members of the health care team that can assist the family (such as chaplain, social
services, etc.); and to be able to express emotions, among others (Chien et al., 2005).
Proximity. Proximity needs relate to helping the family maintain physical
closeness to the patient during the critical care admission. Some of the items related to
proximity include: to see the patient often; to be informed of transfer plans when they are
being made; to visit at any time; and to have a waiting room near the ICU (Chien et al.,
2005).
Comfort. Finally, comfort needs address the need of family members to be
physically and psychologically comfortable during the critical illness of the patient.
Some of the items related to comfort include: to have comfortable furniture in the
waiting room; to feel accepted by the hospital staff; and to be assured it is appropriate to
leave the hospital for a while (Bandari et al., 2014).
Findings Related to Need Domains
Assurance. Overall, assurance needs are the most important for family members
during the initial period of the critical care admission (Fortunatti, 2014). When family
members receive assurance there is likely to be a decrease in anxiety and an increase in
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trust in the health care team (Zainah, Saikala, Nurfarieza, & Ho, 2016). Specific
assurance needs includes the need to: know the expected outcome, have questions
answered honestly, feel there is hope, be assured the best possible care is being given,
have explanations given that are understandable, feel that hospital personnel care about
the patient, and know specific facts concerning the patient’s progress (Bandari et al.,
2014). In describing the need of assurance, Coulter (1989) stated, the “belief that there
would be a future for the critically ill person sustained relatives over the crisis period” (p.
8). Assurance enables families to have confidence in the care the patient is receiving and
helps them get through this challenging period.
A review of the published literature related to the importance of individual needs
was completed by the researcher. The most important needs emphasized in the literature
from 2000 are listed in Table 2.1. The sample size of family members included in the
studies ranges from 20 to 450. These studies occurred in a myriad of different cultural
settings, including Muslim, Northern European, American, African, Christian, and Asian.
Interestingly, all of the most important needs happen to fall within the assurance domain.
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Table 2.1
Summary of Most Important Needs Identified (Published Since 2000)
Number of Studies that
Cite…
Sample Size*
(range)**

Need
To have questions answered honestly

20-450

Most
In Top 5 Most
Important
Important
Need
Needs
5

10

To know the prognosis (or expected
outcome)

3

8

To be assured the best possible care is being
given

2

8

To have explanations given in understandable
terms

0

9

To feel that hospital personnel care about the
patient

1

7

Note. *Family members only. Some studies included other individuals in their sample, such as
nurses and physicians. **For studies finding need statement in the Top 5 most important needs

The need to have questions answered honestly. The need to have questions
answered honestly was cited as one of the top five most important needs by 18 different
studies, and the most important need in seven studies (Bandari et al., 2015; Chatzaki et al.,
2012; Delva, Vanoost, Bijttebier, Lauwers, & Wilmer, 2002; Leung, Chien, & Mackenzie,
2000; Maxwell, Stuenkel, & Saylor, 2007). Over time, the need to have honest
information has been demonstrated to be a universal need that extends beyond
sociocultural boundaries (Bandari et al., 2015; Chatzaki et al., 2012). Honesty helps to
build trust between family members and the health care team (Delva et al., 2002; Leung
et al., 2000; Omari, 2009) and assists the family to make informed decisions, since family
members often act as surrogate decision makers when an individual is critically ill
(Davidson et al., 2017).
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The need to be assured the best possible care is being given. The need to be
assured that the best possible care is being given was cited in the top five most important
needs in 14 different studies and in five different studies it was identified by family
members as the most important need of all (Gundo, Bodole, Lengu, & Maluwa, 2014). In
the literature, quality of care seems closely tied with honest information (Hinkle &
Fitzpatrick, 2011). Satisfaction with care is grounded in communication (Kohi et al.,
2016) and correlates with the degree of hope for the patient (Auerbach et al., 2005).
The need to know the prognosis (or expected outcome). The need to know the
patient’s prognosis is referred to as the need “to know the expected outcome” in some
studies (Al-Hassan & Hweidi, 2004; Delva et al., 2002). This need was cited in 13
separate studies to be among the most important needs and in four of these studies it was
identified as the most important need (Leung et al., 2000; Lee & Lau, 2003; Kosco &
Warren, 2000). Authors explained that this need is among the most important due to the
life and death consequences the patient and family may face in the critical care admission
(Delva et al., 2002). Often family members hang on to hope that there will be a positive
outcome, but frequently the prognosis is poor and the patient may die as a result of
trauma or another critical condition (Yeager et al., 2010). Like other important needs, the
need to know the prognosis of the patient is important regardless of the sociocultural or
geographic boundary (Al-Hassan & Hweidi, 2004; Chatzaki et al., 2012).
The need to have explanations given in understandable terms. The need to have
explanations given in understandable terms is cited in 12 different studies among the
most important needs; however, it is not cited in any studies as the most important need.
Communication from the health care team to family members needs to be clearly
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expressed (Price et al., 1991), supportive (Leung et al., 2000) and communicated
effectively (Al-Mutair et al., 2013b). Much like the need to have questions answered
honestly, when health care providers (HCPs) meet the need of providing information in
understandable terms, a trusting relationship between the HCPs and family members is
enhanced (Leung et al., 2000). Price et al. (1991) speculate in their study of 114 family
members in a large, urban medical center in the United States that satisfaction with care
increases as HCPs “convey straightforward and clearly expressed information” (p. 187).
The need to feel that hospital personnel care about the patient. This final need
discussed in the group of most important needs hits at the heart of nursing – caring.
When a loved one is ill, family members need to feel that someone cares and has
compassion for the patient. Ten different studies cite this in the top five most important
needs and two different studies report this need as the most important (Gundo et al.,
2014). When a person is critically ill, family members are at the bedside to be near their
loved one during this frightening time. It would be difficult for family members to leave
if they did not feel that the patient was in caring hands.
Interestingly, four of the most important needs mentioned above tied for most
important in a sample of American family members in a study by Norris and Grove
(1986). These needs are: to feel hospital personnel care about the patient, to have
questions answered honestly, to be assured the best possible care is being given, and to
feel there is hope. While the need to feel hope intuitively seems that it would be the most
important – surprisingly, it did not appear in the top five. Still, hope is a universal human
need that families cling to in a time of critical illness.
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All five of the most important needs span social, cultural, and geographic lines
(Al-Hassan & Hweidi, 2004; Bandari et al., 2015; Chatzaki et al., 2012; Leung et al.,
2000) and time (Iranmanesh, Sheikhrabori, Sabzevari, Frozy, & Razban, 2014; Koller,
1991; Molter, 1979) as evidenced by the same needs being identified as most important
during this critical time in studies carried out in different settings (rural and urban) and
cultures (Muslim, Asian, and Western).
Information. Accurate, clear information is needed by family members to help
them understand what is happening to the patient (Coulter, 1989) and helps them make
decisions (Omari, 2009). Family members report that when they have information it
helps to decrease anxiety (Al-Mutair et al., 2013b; Burr, 1998; Coulter, 1989; Daley,
1984). Yet, family members also report that oftentimes nurses and physicians seem too
busy to provide information (Yang, 2008; Zainah et al., 2016). Scholars in the area agree
that information and communication facilitate trust and a therapeutic relationship with the
health care team (Holden, Harrison, & Johnson, 2002; Linnarsson, Bubini, & Perseius,
2010). Having information makes the critical illness more manageable for family
members (de Beer & Brysiewicz, 2016) and helps them endure this stressful time (Fry &
Warren, 2007).
Support. While support is important to family members, it receives a lower
ranking since many family members perceive that the focus of care during the critical
care admission should be on the patient (Al-Mutair et al., 2013b; Omari, 2009).
Additionally, the need for other details at this time, such as information and assurance,
overshadow the need for support during the initial phase of the critical care admission. In
a study of Korean family members, Yang (2008) reports that family members see it as
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inappropriate to ask for support during this time. One family member in this study
remarked, “My inconvenience is nothing compared to the pain of the sick person” (Yang,
2008, p. 84). In some cultural settings, such as Saudi Arabia, the patient usually has a
large extended family. This extended family network assists in providing support to the
immediate family member, thus decreasing the need to rely on health care providers for
support (Al-Mutair et al., 2013b).
Least important needs. All of the need items that rate least important belong to
the support domain of needs (Bandari et al., 2014). Items that appeared in several studies
among the least important needs include: to be encouraged to cry; to have a place to be
alone at the hospital; to talk about the possibility of the patient’s death; to have a pastor
visit; and to have friends nearby for support. It is important to note that need items in
studies that were in the lower end of the spectrum in terms of perceived importance may
not necessarily be unimportant, they simply take a back seat to other needs during this
time of crisis (Al-Mutair et al., 2013b).
The need to be encouraged to cry. Authors offered no explanation of family
member’s perceived lack of importance of the need be encouraged to cry (Delva et al.,
2002; Hinkle & Fitzpatrick, 2011; Bandari et al., 2015). However, one could speculate
that this is a deeply personal process of dealing with difficulties and is not necessarily a
need that requires assistance from another. Furthermore, it may not be culturally and/or
gender appropriate to cry.
The need to talk about the possibility of death. In different cultures it is not
considered appropriate to talk about the patient’s death (Kohi et al., 2016; Leung et al.,
2000). Speaking about the death of the patient may cause the patient to lose hope (Kohi
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et al., 2016; Norris and Grove, 1986). Some family members believe that talking about
death may actually bring it about (Leung et al., 2000). Norris and Grove (1986) speculate
that family members may not be ready to talk about death at the time that they are
approached by the research team, since many are approached within the initial stages of
the admission to the critical care unit.
The need to have a pastor visit. While spiritual care is a part of the
interdisciplinary care for critically ill patients (Davidson et al., 2017), the need to have a
pastor visit was among the lowest rated needs in terms of importance for several studies
(Bandari et al., 2015; Delva et al., 2002; Leung et al., 2000). Perhaps since physicians
and nurses are deemed to be in the best position to meet needs in many studies (Daley,
1984; Leung et al., 2000; Molter, 1979; Quinn et al., 1996b), pastoral visitation may be
seen as less likely to meet overall needs. On the other hand, Munyiginya and Brysiewicz
(2014) found in a sample of 40 Rwandan family members that the need to have a pastor
visit was among the most important due to the degree of religiosity among members of
that particular community group. It appears that there are differences between samples in
terms of spiritual needs, where spiritual needs scores varied across studies of family
members in different cultural groups.
The need to have friends nearby for support. This need appeared among the least
important needs in several studies (Forrester et al., 1990; Kohi et al., 2016; Maxwell et al.,
2007; Norris & Grove, 1986). There was no explanation offered by any of the authors for
the reason that this need scored so low.
The need to have a place to be alone. This need refers to having a place to be
alone while visiting the hospital. This need rates low since many family members desire
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to be close to their critically ill loved one (Khalaila, 2012; Leung et al., 2000;
Munyiginya & Brysiewicz, 2014). One explanation of this finding is that quite often
strong family ties exist, such as in Asian and Middle Eastern cultures, and therefore being
alone is not important during this time (Khalaila, 2012; Leung et al., 2000; Omari, 2009).
Proximity. It is natural for family members to desire to be close to the patient
during the critical care admission (Khalaila, 2012). In fact, family members may miss
work, school, or other responsibilities to spend time in the critical care unit (Yang, 2008).
Family members report that they do not want to leave the ICU for fear that something
will happen while they are gone (Yang, 2008) or that they will miss important
information during physician rounds (Khalaila, 2012). Omari (2009) reports that in
Jordanian culture family ties are strong and therefore family members in this community
seek to be close to the patient. However, this is not a need unique to Jordanian culture –
other research suggests that this is a universal need. Studies conducted in Malaysia
(Zainah et al., 2016), Korea (Yang, 2008), Saudi Arabia (Al-Mutair et al., 2013b), and
Israel (Khalaila, 2012) found that family members desire to be close to the patient during
this time. While being close is not the most important need at this time, it remains
essential.
Burr (1998) expresses the need to be close to family members as maintaining a
vigil – when someone keeps watch or prays over another. When individuals share a bond
or life experience there is a deep personal connection. Physical closeness in a time of
crisis helps the family member find comfort (de Beer & Brysiewicz, 2016).
Comfort. The final category of need is comfort. As a group of needs, comfort
scored the lowest in terms of perceived degree of importance for family members of
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critically ill adults. Overall, family members reported that their comfort was secondary
to the care of the patient and they are willing to sacrifice comfort to know that their loved
one is receiving the focus of the health care team’s efforts (Khalaila, 2012; Omari, 2009;
Yang, 2008; Zainah et al., 2016).
Identified Needs in Light of
Other Variables
Family needs have been studied in relation to many other variables. This section
discusses findings of research that has examined family needs in relation to demographic
variables, meeting family needs, and health care provider perspectives of family needs.
Family needs and health care provider perspectives. The needs of family
members from the perspectives of health care providers have been studied by a number of
authors (Al-Mutair et al., 2013b; Iranmanesh et al., 2014; Kosco & Warren, 2000;
Maxwell et al., 2007; Norris & Grove, 1986; O’Malley et al., 1991). Overall, researchers
have found that there is a disconnect in the perception of degree of importance of family
needs from the perspective of the health care worker (most often the nurse and physician)
and the family. This disconnect is not explored in this study since the health care
workforce in the setting of this dissertation study is largely transient and there is a lot of
turnover; therefore, it is not discussed in this literature review.
The relationship between demographic variables and family needs. Various
researchers have studied the relationship between demographic variables and family
member needs. In fact, 20 out of the 49 articles included in this literature review
examined the relationship between needs and demographic characteristics. Authors
found that a significant relationship does not exist between the demographic variables
and most of the family needs (Bandari et al., 2015; Mendonca and Warren, 1998; Molter,

27
1979; Price et al., 1991). Additionally, there is no demonstrated significant relationship
between demographic variables and the most important need items (Chatzaki et al., 2012).
However, authors of 15 different studies found a significant relationship between at least
one demographic variable and less important family needs that will be explained
subsequently. Examples of demographic variables examined in relation to family needs
are as follows:
•

education,

•

gender,

•

relationship to the patient,

•

age,

•

income level,

•

marital status,

•

experience visiting the critical care setting, and

•

length of stay in the intensive care unit.
Education. Education has most frequently been demonstrated to have a

significant relationship with family needs (Bandari et al., 2015; Browning & Warren,
2006; Chatzaki et al., 2012; Delva et al., 2002; Khalaila, 2012; Kohi et al., 2016; Warren,
1993). Research conducted in different cultural settings, with varying sample sizes has
demonstrated that education tends to negatively correlate with need domains as opposed
to a positive correlation. Scholars have found that more educated family members have a
decreased need for assurance, accessibility, support, (Delva et al., 2002) and comfort
(Delva et al., 2002; Warren, 1993). When considering the relationship between education
and specific needs, Chatzaki and colleagues (2012) found that less educated family
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members have a greater need for religious services and physical and emotional health
needs to be met. The authors state that this trend “highlights the increased support needs
of this more socially vulnerable group” (p. 1836).
On the other hand, Bandari et al. (2015) and Kohi et al. (2016) found that as
education increases there is a greater need for information, such as talking to the nurse
daily (Bandari et al., 2015) and receiving information about the patient on a daily basis
(Bandari et al., 2015; Kohi et al., 2016) in addition to the need to know the prognosis and
which staff are caring for the patient (Kohi et al., 2016). While the authors do not explain
these findings, it stands to reason that more educated individuals have a greater
propensity for seeking knowledge, in general. Authors found a conflicting relationship
between education and the need to know transfer plans as they are being made. Bandari
et al. (2015) found that as education increased, the need to know transfer plans as they are
being made decreased (p=0.01), while Kohi and colleagues (2016) found that as
education increased, this particular need also increased (p <0.05). Conflicting findings
could be explained by cultural differences – Bandari’s study examined families in an
Iranian setting and Kohi’s study examined families in a Tanzanian setting. Important to
note is that this need is not included among the most important items in either sample. In
fact, Kohi et al. (2016) found that this item was among the ten least important needs
measured with the Kiswahili version of the CCFNI in their sample.
Gender. Scholars have determined a relationship between gender and needs of
family members of critically ill adults (Al-Mutair et al., 2013b; Delva et al., 2002; Gundo
et al., 2014; Kohi et al., 2016; Leung et al., 2000; Rukholm et al., 1991). Overall,
females report a greater importance of needs as evidenced by consistently higher means
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of items related to family needs in samples of Chinese (Leung et al., 2000) and Canadian
(Rukholm et al., 1991) family members. Females have a greater need for assurance,
accessibility, comfort (Delva et al., 2002) and support (Al-Mutair et al., 2013b; Delva et
al., 2002). However, Gundo et al. (2014) found in a sample of family members visiting
patients in an ICU in Malawi that males have a greater need for comfort. Researchers
have accounted for the relationship of gender to greater needs in light of cultural norms.
For example, in Chinese and Tanzanian cultures the female generally takes on the role of
caring for the health of family members (Kohi et al., 2016; Leung et al., 2000).
Consequently, females tend to be more involved in the care of their critically ill loved
ones. Al-Mutair et al. (2013b) offered a different perspective on this difference in gender
and family needs. These authors state that women are viewed as more vulnerable than
men and therefore are “accorded special support and protection, especially during crisis
situations” (p. 193).
Other variables. In this literature review, only one study has been identified to
have a significant relationship between family member needs and each of the following
variables: experience visiting the critical care setting (Lee & Lau, 2003), length of stay
in the intensive care unit (Al-Mutair et al., 2013a), satisfaction (Khalaila, 2012), and
distance from hospital (Delva et al., 2002). This suggests that these are weak findings or
could be attributed to characteristics of the particular samples. Demographic variables
such as age, relationship to the patient, income, and marital status have also demonstrated
a relationship with family needs. Table 2.2 summarizes findings related to these
demographic characteristics and their relationship with family needs.
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Table 2.2
Summary of Demographic Characteristics Demonstrating a Relationship with Family
Needs
Demographic
Characteristic
Age

Authors,
publication date
Delva et al.
(2002)

Location;
sample n
Belgium; 200

Impact of variable on
family needs
Negative correlation with
need for accessibility
Positive correlation with
need for comfort

Bandari et al.
(2015)

Iran; 450

Age 41-60 have an
increased need to have
visiting hours changed for
special conditions
Negative correlation with
need to know exactly what
is being done and having a
specific person to call in the
ICU
Positive correlation with
need to talk to the doctor
daily

Relationship to
patient

P
.001
.025
.01

.04

.04

Kohi et al.
(2016)

Tanzania; 110

Positive correlation with
need for explanation of
environment and machines

<.05

Leung et al.
(2000)

Hong Kong; 50

Spouses have an increased
need for information and
comfort

< .05

Delva et al.
(2002)

Belgium; 200

Spouses, parents, and adult
children have an increased
need for information

<.05

Adult children have an
increased need for
assurance
Bandari et al.
(2015)

Iran; 450

Adult children have an
increased need to know
what to do at the bedside
and for questions answered
honestly

<.05

.004
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Table 2.2, continued
Demographic
Characteristic
Marital status

Income

Authors,
publication date
Bandari et al.
(2015)

Location;
sample N
Iran; 450

Impact of variable on
family needs

P

Single family members
have an increased need for
a telephone near the waiting
room

.01

Married family members
have a greater need for
understandable
explanations

.04

.001

Chatzaki et al.
(2012)

Greece; 230

Lower income negatively
correlated with need for
religious services and
support for physical and
emotional needs

Zainah et al.
(2016)

Malaysia; 109

Lower income negatively
correlated with need for
comfort and support,
respectively.

.004
.033

Meeting family member needs. Over time, nurses and doctors have been
determined to most often meet the needs of family members in the critical care setting
(Leung et al., 2000; Quinn et al., 1996b). Similarly, Daley (1984) determined that
families consider physicians most likely to meet their needs during the critical care
admission from a sample of 40 family members of critically ill adults. However, nurses
were determined to be the next most likely to meet their needs. Other individuals, such
as the chaplain, another family member, or friends were cited as meeting needs, but much
less often.
Interestingly, the published literature does not indicate that this aspect of family
needs has been explored in years. Since there was a general consistency in findings,
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perhaps authors do not see the need to further examine this aspect of family needs. The
roles in the critical care setting are consistent – physicians and nurses are at the forefront
of the critical care team that interacts with families during this challenging time. That has
remained consistent in most critical care settings over the last four decades.
Family needs and religion. Religion is not mentioned in many studies
conducted in the topic area. However, when it is, religious backgrounds of participants in
samples of studies conducted since 2000 include:
•

Buddhist (Lee & Lau, 2003),

•

Catholic (Hinkle & Fitzpatrick, 2011; Lee & Lau, 2003),

•

Christian (Chatzaki et al., 2012; Hinkle & Fitzpatrick, 2011),

•

Jewish (Khalaila, 2012), and

•

Muslim (Bandari et al., 2015; Iranmanesh et al., 2014).
Family needs and geographic location. There has been a growing trend to

examine family needs in the context of geographic locations. Studies related to family
needs have been published in languages other than English, but were not included in this
review (Fan, 1996; Frizon, do Nascimento, Bertoncello, & Godinho, 2012; Freitas,
Kimura, & Ferreira, 2007; Mariuti & Galdeano, 2007). A list of studies published in
English and their country of origin are summarized in Table 2.3.
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Table 2.3
Countries of Origin for Studies of Family Needs Published in English
Country

Author(s), yr. of publication

Australia

Burr, 1998

Belgium

Delva et al., 2002

Canada

Chartier & Coutu-Wakulczyk, 1989
Rukholm et al., 1991

France

Azoulay et al., 2001

Greece

Chatzaki et al., 2012

Hong Kong

Leung et al., 2000
Lee & Lau, 2003

Iran

Iranmanesh et al., 2014
Bandari et al., 2015

Israel

Khalaila, 2012

Jordan

Al-Hassan & Hweidi, 2004
Omari, 2009

Korea

Yang, 2008

Malawi

Gundo et al., 2014

Malaysia

Zainah et al., 2016

Netherlands

Verharen et al., 2015

Rwanda

Munyiginya & Brysiewicz, 2014

Saudi Arabia

Al-Mutair et al., 2013a
Al-Mutair et al., 2013b

South Africa

de Beer & Brysiewicz, 2016
Hlahatsi et al., 2017

Tanzania

Kohi et al., 2016

United Kingdom

Coulter
Quinn, Redmond & Begley, 1996a & 1996b

United States

Molter, 1979
Daley, 1984
Leske, 1986
Forrester, et al., 1990
O’Malley et al., 1991
Koller, 1991
Price et al., 1991
Warren, 1993
Davis-Martin, 1994
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Table 2.3, continued
Country

Author(s), yr. of publication

United States

Mendonca & Warren, 1998
Kosco & Warren, 2000
Auerbach et al., 2005
Engli & Kirsivali-Farmer, 1993
Browning & Warren, 2006
Maxwell et al., 2007
Fry & Warren, 2007
Hinkle & Fitzpatrick, 2011
Obringer, Hilgenberg & Booker, 2012
Jacob et al., 2016

Family needs and cultural groups. The needs of family members of critically
ill individuals have been studied in many different cultures. Examples of cultures
include:
•

American (Hinkle & Fitzpatrick, 2011; Jacob et al., 2016);

•

European (Chatzaki et al., 2012; Delva et al., 2002);

•

Asian (Lee & Lau, 2003; Yang, 2008);

•

African (de Beer & Brysiewicz, 2016; Kohi et al., 2016);

•

Australian (Burr, 1998); and

•

Middle Eastern/Muslim (Al-Mutair et al., 2013b; Bandari et al., 2015; Khalaila,
2012).
There are similarities in family members’ needs across all cultures. Needs such as

assurance, information, and proximity rank the highest across geographical region and
religion (Chatzaki et al., 2012; de Beer & Brysiewicz, 2016; Jacob et al., 2016; Khalaila,
2012; Verharen et al., 2015; Yang, 2008). Universally, family members require hope,
honest information in understandable terms, and to know that their loved one is receiving
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the best possible care (Bandari et al., 2015; Chatzaki et al., 2012; de Beer & Brysiewicz,
2016; Zainah et al., 2016; Hinkle & Fitzpatrick, 2011).
Additionally, some lower ranked need items are similar across cultures. Many
family members are less concerned with their own needs during the critical illness of the
patient and, therefore, show deference to the patient’s needs (Al-Hassan & Hweidi, 2004;
Delva et al., 2002). Comfort needs such as comfortable furniture available in the waiting
room, to have a telephone near the waiting room, or to have good food available while in
the hospital (Bandari et al., 2015; Jacob et al., 2016; Zainah et al., 2016) consistently
ranked lowest across cultures. However, this differed in some samples where relatives
must travel a long way to the hospital where the critically ill patient is receiving treatment.
Family members in African settings such as in Rwanda (Munyiginya & Brysiewicz,
2014) and Malawi (Gundo et al., 2014) perceive a comfortable environment in the
hospital necessary. Interestingly, Molter (1979) discovered in her research that family
members found it important to have a comfortable waiting room, but this study took
place at a time when travel was not as easily facilitated and family members would stay
at the hospital for long periods of time waiting for a short window of visitation.
There were differences noted among cultures in the studies reviewed. Some
examples include reference to family size and gender roles. In African, Asian and
Middle Eastern countries there seems to be more emphasis on large families where
females take on the primary role of caregiving for the family (Al-Mutair et al., 2013b;
Kohi et al., 2016; Leung et al., 2000).
There are contextual differences that influence family member needs. For
example, in modern times where cell phones are pervasive, the need to have a telephone
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near the waiting room is not as important (Bandari et al., 2015; Chatzaki et al., 2012).
However, in developing countries, such as Rwanda, the need to have a telephone near the
waiting room is more important since the prevalence of cell phones may not be as
common as in areas such as the United States, Europe, the Middle East and Asia (Hinkle
& Fitzpatrick, 2011; Khalaila, 2012). In fact, in one study that took place in Saudi Arabia
this need was not included in the CCFNI (Al-Mutair et al., 2013b). Another difference is
that in some cultures it is inappropriate to share information about dying with the patient.
In studies of family members of critically ill individuals in Tanzania (Kohi et al., 2016)
and Hong Kong (Leung et al., 2000), researchers found that family members did not talk
to the loved one about dying either for fear that the patient would give up hope or that it
would bring about the patient’s death.
Interestingly, Azoulay and colleagues (2001) found in a French sample of 895
family members that even though the family members and health care providers all spoke
the same language, family members who are non-native oftentimes reported their needs
met less often due to cultural differences. The authors state “there may be gaps in the
comprehension of shades of meaning, etiquette, and styles of expression that, combined
with unfamiliar medical and technical terms” may result in needs being met less often
(Azoulay et al., 2001, p. 138). Fry & Warren (2007) also emphasize the use of
appropriate language (lay terminology) in communicating with family members and its
importance in conveying information to families. This is relevant to the sample of
interest in this dissertation study, since the culture of the health care team and patients
often differs – especially with the large proportion of non-native staff. None of the
studies mentioned the use of translators when speaking to family members; perhaps this

37
is due to the fact that in each study, family members spoke the native language of the
region.
Scholars in the field agree that cultural competence is essential to provide holistic,
quality care (Al-Hassan & Hweidi, 2004; Al-Mutair et al., 2013b; Leininger &
McFarland, 2006). They also recognize that culture has an influence on the perceived
importance of family members’ needs (Bandari et al., 2015), and that patients and health
care providers of different cultures must cooperate with one another (de Beer &
Brysiewicz, 2016).
Conclusion/Summary
Family members of critically ill individuals in the US Virgin Islands have unique
cultural features and access to limited resources, which influences their needs and
experiences during this stressful time. This literature review examined the concept of
“need” from the perspective of the family member of the critically ill individuals from
other locales. This study aims to uncover the needs of family members in a Caribbean
setting and compare them to findings of studies published among different cultural
groups. In this literature review, an overview of various factors that influence family
members’ needs during the critical illness of a loved one was presented. The next chapter
details the methodology this dissertation study used to answer the research questions.
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CHAPTER III
METHODOLOGY
This dissertation explores the needs of adult family members of adult critically ill
individuals in a Caribbean setting. This chapter describes methods used to answer the
research questions:
Q1

What is the perceived importance of needs of adult family members of
hospitalized ICU patients in a Caribbean setting?

Q2

To what degree do adult family members of hospitalized ICU patients in a
Caribbean setting perceive that needs are being met?

Q3

What is the nature of the relationship between demographic characteristics
and needs of adult family members of hospitalized ICU patients in a
Caribbean setting?

The variables of interest in this study include family member needs and demographic
characteristics such as age, gender, ethnicity, highest level of education completed,
relationship to patient, residency status, and religious background. Additionally, previous
experience visiting an ICU, perception of patient condition, and the patient’s length of
stay is noted. This study explored the needs of families in this cultural setting in order to
develop culturally appropriate nursing practices. This chapter includes a discussion of
the research design, methodology, participants, sampling method, setting, instrumentation,
data collection procedures, data analysis plan, matters of reliability and validity, and
limitations.
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Design
This dissertation study is a descriptive correlational study that used a quantitative,
cross-sectional research design. A survey method was used to explore the needs of a
convenience sample of 42 adult family members of critically ill individuals in a
Caribbean setting. Descriptive correlational studies explore the relationships between
variables (Grove, Burns & Gray, 2013). Needs of families of the critically ill have been
explored extensively; however, the published literature lacked, at the time of this study,
other studies conducted on families in a Caribbean setting.
Methodology
Pilot Study
A pilot study was conducted to test the demographic questionnaire, CCFNI, and
Needs Met Inventory (NMI) in a Caribbean population. Pretesting the CCFNI and the
NMI helped to establish the ability to obtain valid and reliable data with these
instruments. Scholars have reported the use of an adapted version of the CCFNI based on
such testing (Bandari et al., 2015; Kohi et al., 2016; Verharen et al., 2015). Further,
through engaging in a structured interview, participants in this pilot study provided
evidence to support the content validity of the CCFNI and NMI (Waltz, Strickland, &
Lenz, 2010). This is important since the published literature did not indicate that the
CCFNI or NMI has been used in a Caribbean population.
The seven participants in the sample of the pilot study comprised a convenience
sample of family members of hospitalized critically ill adults. Polit and Beck (2006)
suggested that more than three, but less than ten experts’ opinions are necessary to
compute a content validity index for items in a scale. In this pilot study, experts were
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adult family members of hospitalized critically ill adults. The researcher approached
participants in the patients’ rooms in the intensive care unit (ICU) at SRMC, the same
setting as this dissertation study. The guidelines used to select family members to
participate in this pilot study were the same as those for the dissertation study and are
outlined in the following section. The demographics and characteristics for participants
can be viewed in Appendix E.
To further refine the data collection instruments, three individuals separate from
the pilot study participants were engaged in cognitive interviewing. Cognitive
interviewing is a method to test an instrument that “focuses on the cognitive processes
that respondents use to answer survey questions” (Willis, 1999, p. 1). Individuals were
asked to read the instrument and “think aloud” the items and their responses. The
researcher took field notes of individuals’ thoughts about each item.
Minor edits to the instruments were made based on feedback from pilot study
participants. For example, formatting was done to ensure that items were not split across
pages. Only two of the seven participants answered such items in their original format.
One of the open-ended questions was changed from “What helps to meet your needs?” to
“How do you cope with the critical care admission of your loved one?” One participant
asked the researcher what the original question meant and another stated, “It’s kind of
vague.” Some of the participants stated that the CCFNI and NMI were too long, while
another stated that all of the items were important. The range of time that it took to
complete the instruments was from 10 minutes to two hours. One family member
stopped to attend to his wife (the patient) thus causing him to take two hours. Since most
of the participants did not take long (approximately 20 minutes) and completed the
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survey, none of the items were removed. One pilot study participant did not fill in a
response to many of the items for the NMI portion of the survey. Upon reflection, he had
only visited the patient once for a very brief time. Therefore, there was little chance for
the staff to attend to his needs other than access to visit the patient.
When the results of the pilot study were analyzed, assurance needs ranked most
important followed by proximity needs, consistent with other studies in the topic area as
discussed in Chapter II. Specific results of the pilot study can be found in Appendix E.
Based on the cognitive interviews, five items were edited for clarity. Table 3.1 outlines
the specific changes made to these items.
Table 3.1
Changes Made to Items in Data Collection Instruments
Item

Original version

6

To have someone concerned
with the relatives’ health

19

39

To help with the patient’s
physical care
To have a specific person to call
at the hospital when unable to
visit
To know the prognosis

42

To be alone at any time

21

Edited version
To have a staff member
concerned with the relatives’
health
To be allowed to help with
the patient’s physical care
To have a staff member to
call at the hospital when
unable to visit
To know the expected
outcome
To be alone with the patient

Sample and Sampling Method
The participants in this dissertation study comprised a convenience sample of 42
family members (locals and tourists) of hospitalized critically ill adults. The guidelines
for selecting family members to participate in this pilot study were as follows:
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•

18 years of age and older;

•

Visited the patient during their critical care admission;

•

Related to the patient by blood, marriage, or adoption or share an established
relationship with the patient;

•

Able to provide informed consent; and

•

Read and understand English.
The patient associated with the family member was required to be a) 18 years of

age and older; b) admitted to the ICU for at least 24 hours; and c) admitted for a life
threatening or a potentially life-threatening alteration in physiology. No more than two
family members per patient were invited to participate (Turnbull et al., 2017).
Incarcerated patients were excluded.
Sampling Method
The researcher visited the ICU most days of the week for eight weeks to recruit
participants for the dissertation study. Two months is a common time frame for
collecting data for other studies in the topic area (Kohi et al., 2016; Kosco & Warren,
2000; Munyiginya & Brysiewicz, 2014; Zainah et al., 2016). To determine if individuals
were related by blood, marriage, adoption or had an established relationship with the
patient, the researcher asked, “How do you know the patient?” Individuals who
responded that they worked with the patient or were in another similar situation were not
included in the study. Permission to approach family members was obtained from the
charge nurse and the bedside nurse.
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Setting
This dissertation study took place at the acute care hospital, Schneider Regional
Medical Center (SRMC), on the island of St. Thomas, located in the US Virgin Islands.
SRMC is the sole provider of emergency, surgical and acute care services to the residents
and tourists of St. Thomas, St. John, and Water Island.
Instruments Used in
Data Collection
Demographic questionnaire. The demographic questionnaire (DQ) was
developed by the researcher, based on a review of the literature (See Appendix A).
Eleven items cover characteristics of the family member including age, gender, ethnic
identity, residency status, level of education, amount of time spent with the patient,
relationship to the patient, and religious background. Additionally, data were collected
about the family member’s previous experience visiting an ICU, patient’s length of stay,
and their perception of the condition of the patient. Based on pilot testing, an additional
response of “some college” was added to the item, “Highest level of education
completed”.
Critical Care Family Needs Inventory. Molter (1979) originally developed the
CCFNI (See Appendix A) for assessing the self-perception of needs of family members
of critically ill persons. The original questionnaire contained 43 items and was intended
for collecting information about needs of family members of adult critically ill persons.
The instrument was originally written in English, but since its conception has been
adapted for use in 14 other languages. Redley and Beanland (2004) revised the CCFNI
for use in the emergency department. The reliability of the CCFNI has been evaluated
and findings include that a high percentage of the items (need statements) demonstrate
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acceptable test-retest reliability, with a range of 64.7 to 96.08% (six of the 43 need
statements fell below 70%) (Macey and Bouman, 1991). Authors have reported an
overall high internal consistency of the items in the CCFNI with Cronbach’s alpha
coefficients consistently in the 0.80 and above range for the instrument as a whole
(Bijttebier et al, 2000; Chien, Ip, & Lee, 2005; Leske, 1991).
Content validity of the CCFNI has been determined by expert panel review,
qualitative interviews and open-ended questions placed on the questionnaire. Macey and
Bouman (1991) empaneled 16 experts to review the instrument to determine the validity
of the items. They found that while overall content validity was demonstrated, there were
redundancies among some of the items and suggested that some items be combined or
removed. Authors have also conducted interviews to determine if there were any needs
not addressed by the CCFNI. Participants in these studies did not offer any other needs
to include in the instrument (Chatzaki et al., 2012; Molter, 1979). Leske (1991)
established construct validity through exploratory factor analysis. She determined that
multiple dimensions comprise family needs – these dimensions include support,
information, proximity, assurance and comfort. There is no reason to believe that the
construct validity of these items has changed since these findings were published. Minor
changes were made to five items based on pilot testing.
Needs Met Inventory. The Needs Met Inventory (NMI) is Warren’s (1993)
adaptation of the CCFNI that includes the same 43-item questionnaire with a different
stem – “Was this need met?” (see Appendix A). The instrument has been used in several
studies (Baning, 2012; Mendonca & Warren, 1998; Omari, 2009; Warren, 1993), but
derives strength from its similarities with the CCFNI. Maxwell et al. (2007) used a
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modified version (30 items) of this instrument in a descriptive exploratory study of 30
registered nurses and 20 family members to compare nurses’ and adult family members’
perceptions of needs being met. In this study, the authors reported a Cronbach’s alpha
of .93 without any breakdown of the reliability for items in the five subscales – assurance,
comfort, information, proximity, and support. Watson, as cited in Omari (2009), used the
NMI in a dissertation study to determine the effects of selected nursing interventions on
the extent to which needs were met. She reported a Cronbach’s alpha of .92 in this study.
This researcher reported that items from subscales in the NMI ranged from .68-.82.
Baning (2012) also used a modified version of this instrument in an exploratory
comparative study examining the effects of a family-centered care program in a relatively
small sample of adult family members (n=22 at baseline and n=27 post-intervention) and
nurses (n=39 at baseline and n=46 post-intervention) in an intensive care unit. However,
the author did not report reliability of the instrument in this study.
Based on pilot testing for this dissertation study, one edit was made to the NMI.
A response option of “Not applicable” was added. Participants that had spent little time
visiting the patient found that not enough time had passed to have needs arise. Also, a
participant of the cognitive interview remarked that not all needs applied to their situation,
thus rendering the need not applicable. This edit was not noted in other studies using the
NMI.
Scoring of the instruments. Each item was scored on a 1 to 4 Likert scale and
was measured on an ordinal level (Wood & Ross-Kerr, 2011). Each item for the CCFNI
and NMI was entered into SPSS separately.

46
Data Collection Procedures
After receiving institutional review board approval, the researcher approached
family members (FM) of hospitalized critically ill adults no earlier than 24 hours after
admission to the intensive care unit (ICU).
1. The researcher provided a description of the study to the FM.
2. The researcher then invited the FM to participate in the study.
3. If the FM did not agree to participate, they were thanked for their time.
4. The FM was offered a more detailed explanation of the purpose of the study –
potential risks and benefits involved in participation and measures to protect
identity. The FM was informed that participation was voluntary and that they
could withdraw at any time without any consequences.
5. Then the FM was given time to ask questions about the study. If the FM agreed
to participate, they were asked to sign a consent form.
6. A copy of the consent form was offered to the participant.
7. Participants were given a number. This number was used to label the consent and
the DQ and Survey.
8. Next, the FM was given a demographic questionnaire (DQ) and the combined
CCFNI and NMI (Survey) and instructed as follows:
a. Record responses to the demographic questionnaire
b. Rate their perceived level of importance and perception of needs being
met for 43 need statements on the Survey.
9. The FM was instructed that once the DQ and Survey had been completed the
researcher would come to the patient’s room to collect it.
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10. The researcher then excused herself from the room to allow the participant
privacy in completing the DQ and Survey.
11. The data collection instruments were as follows:
a. Demographic portion – 11 items
b. Survey – Critical Care Family Needs Inventory and Needs Met Inventory
items – 43 items
c. Five follow-up items
12. The FM was then thanked for their time.
Due to the sensitivity of the timing of participation in this study and the process of
reflecting on the critical illness of a family member in the ICU, contact information for
local, accessible support resources was offered to participants and those family members
that declined participation as well (See Appendix F).
Data Analysis
Data analysis was conducted using SPSS Version 25 software. Statistical analysis
was specific to the research questions. Descriptive statistics are reported for each item in
the demographic questionnaire and CCFNI/NMI. Following two months of participant
recruitment, the study sample was at just 35 participants. Since the pilot study
participants met the same inclusion criteria as for the study, and no outliers were noted in
the pilot study data, the pilot study data were merged with the main study data to provide
a sample of 42 family members of critically ill patients. These data were used in the data
analysis.
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Q1

What is the perceived importance of needs of adult family members of
hospitalized ICU patients in a Caribbean setting?

For each item on the CCFNI, a group mean and standard deviation followed by
rank ordering is reported. A rank order of all the items on the CCFNI is reported from
most important to least important item. A mean and standard deviation is also reported
for the five CCFNI subscales. Cronbach’s alpha has been computed for the CCFNI as a
whole and for the five subscales.
Q2

To what degree do adult family members of hospitalized ICU patients in a
Caribbean setting perceive that needs are being met?

For each item on the NMI, a group mean and standard deviation followed by rank
ordering is reported for each item. A rank order of all the items on the NMI is reported
from the need most often met to the need that was least often met. A mean and standard
deviation is also reported for items on the NMI. Cronbach’s alpha was attempted for the
NMI as a whole. Due to the small number of participants (n=13) that completed the
entire instrument, it could not be computed. However, enough participants responded to
select items on the NMI that a Cronbach’s alpha could be computed for the subscales.
These are reported in Chapter IV.
Q3

What is the nature of the relationship between demographic characteristics
and needs of adult family members of hospitalized ICU patients in a
Caribbean setting?

Characteristics that were examined in relation to needs include: age, gender,
ethnicity, residency status, highest level of education completed, patient’s length of stay
in the ICU, relationship to patient, previous ICU experience, religious background, and
perception of patient condition. Descriptive statistics are reported for each characteristic.
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To determine if there was a relationship between demographic characteristics and items
on the CCFNI and NMI, inferential statistical analysis was conducted.
The Mann-Whitney U-test was used to test the relationships between dichotomous
variables, such as gender of the family member, residency status, previous experience in
the ICU, and perception of need importance and degree that needs were met. The MannWhitney U-test is appropriate when the following assumptions are met:
•

the independent variable is dichotomous;

•

the measurement scale for the dependent variable is at least ordinal;

•

there is an independent random sample, and;

•

the sample size is at least eight (Plichta & Kelvin, 2013).

The sample in this study is a convenience sample; the Mann-Whitney U-test is a
nonparametric test that requires a random sample. This one aspect may threaten the
validity of the data obtained with this statistic. However, scholars studying the topic have
used the Mann-Whitney U-test to determine a relationship between dichotomous
demographic variables and needs of family members. Table 3.2 outlines the use of the
Mann-Whitney U-test in a convenience sample of family members of critically ill
individuals. An α-level of .05 was set for this test.
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Table 3.2
Use of the Mann-Whitney U-test in Convenience Samples
Author

Setting

Number of
Sites

Sample
Size

Aro, Pietilä & VehviläinenJulkunen (2012)
Baning (2012)

Estonia

16 ICUs

166

United States

Single site

22

Ozbayir, Tasdemir, &
Ozseker (2014)
Paparrigopoulos et al.
(2006)

Turkey

Single site

70

Greece

2 ICUs

32

Correlation coefficients measure “the strength and direction of the relationship
between two variables” (Plichta & Kelvin, 2013, p. 264). Spearman’s correlation
coefficient was used to examine the correlations between the ordinal level demographic
variables, such as highest level of education completed, time spent in the ICU, and
perception of patient condition, with perception of need importance and degree that needs
are met. Age and length of stay were also measured with Spearman’s correlation
coefficient since the items on the CCFNI and NMI are ordinal level and do not yield a
normal distribution, even though age and length of stay are interval level variables.
Spearman’s correlation coefficient is a nonparametric test with the following
assumptions:
•

the sample is comprised of a random sample;

•

there are two variables being compared;

•

the variables are at least ordinal level; and

•

there is a monotonic relationship between the variables (Plichta & Kelvin, 2013, p.
268).
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Similar to the Mann-Whitney U-test, the Spearman correlation coefficient has
been used by scholars in the topic area with convenience samples. Table 3.3 outlines the
use of the Spearman correlation coefficient in a convenience sample of family members
of critically ill individuals. An α-level of .05 and a two-tailed test was used in computing
the Spearman correlation coefficient.
Table 3.3
Use of the Spearman Correlation Coefficient in Convenience Samples

Author

Setting

Aro et al. (2012)

Estonia

Hinkle &
Fitzpatrick (2011)
Iranmanesh et al.
(2014)
Leung et al.(2000)
Paparrigopoulos et
al. (2006)

United States
Iran
Hong Kong
Greece

Number of Sites

Sample Size
of Family
Members

16 ICUs in multiple
hospitals
6 ICUs in one hospital

166

More than one
hospital*
2 ICUs in one hospital
2 ICUs in one hospital

105

101

37
32

Note. *It is not clear from the manuscript how many hospitals were used in this study.

The Kruskal-Wallis H-test was used to examine the relationship between
categorical variables, such as ethnicity, relationship to the patient and religious
background, and perception of need importance and degree that needs are met. The
Kruskal-Wallis H-test is a nonparametric test with the following assumptions:
•

the sample is comprised of an independent random sample;

•

the grouping variable has more than two groups; and

•

the dependent variables are at the ordinal level (Plichta & Kelvin, 2013, p. 154).
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The demographic variables mentioned above meet the assumptions of the Kruskal-Wallis
H-test. The items for the CCFNI and NMI are were scored at an ordinal level. The
sample for this study constitutes a convenience sample, however, other scholars in the
topic area have used the Kruskal-Wallis H-test in a convenience sample (Aro et al., 2012;
Paparrigopoulos et al., 2006). Pairwise post hoc testing was performed to determine
which groups differed significantly in terms of their relationship to scores on the items in
the CCFNI and NMI.
Five open-ended items were analyzed with content analysis where words are
classified into categories (Grove, Burns, & Gray, 2013). These items asked participants
about additional needs, coping strategies, suggestions for meeting needs, and cultural
practices related to coping with the critical illness. As data were collected, responses
from participants were read and key words or phrases were noted on a Word document
organized by each question. Responses were then organized into categories. Categories
were then considered within the context of the theoretical framework and contextual
factors. Notable quotes were saved for illustration of emergent categories.
Power and Sample Size
A priori power analysis was performed to determine a sample size large enough to
detect errors in the statistical analysis (Wood & Ross-Kerr, 2011). To perform the power
analysis, G*Power Version 3.1.9.2 software was used. For this dissertation study, the
significance level was established at .05, which aligns with other studies done in the topic
area (Al-Mutair et al., 2013b; Chatzaki et al., 2012; Khalaila, 2012; Lee & Lau, 2003;
Leung et al., 2000). A medium effect size and power of 0.8 was used since these values
were the most commonly reported in the related literature (Iranmanesh et al., 2014;
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Khalaila, 2012). G*Power estimated that 106 observations were necessary to detect
errors in statistical analysis. Post hoc, effect size was calculated for inferential statistical
results that yielded a p value <.05. These will be reported in Chapter IV.
The average monthly census for the setting where this study took place was
approximately 50 patients. Data collection was conducted over the course of eight weeks.
Data collection took place at a time when hospital census was on the average to low side,
since tourist season wanes in April. The census for March and April were 44 and 38,
respectively. This affected the ability to achieve the ideal sample size.
Reliability and Validity
The reliability and validity of the findings of this dissertation study were
enhanced by the pilot study of the instruments. Conducting the pilot study also ensured
that potential flaws in the data collection procedure were identified prior to
implementation in the dissertation study. The CCFNI and NMI have been used in
numerous studies internationally and have been established as reliable and valid
instruments for examining the needs of adult family members of critically ill patients as
previously discussed (Fortunatti, 2014; Khalaila, 2014). Cronbach’s alpha reliability
coefficients have been reported in other studies and have been computed in this study as
well.
Participants were given privacy to complete the surveys in order to minimize the
chances of providing socially desirable responses. However, two participants stated that
they did not have reading glasses with them. Both of these individuals asked the
researcher to read the instrument and consent to them. The researcher recorded their
verbal responses to items on the data collection instrument. To minimize personal factors
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that might influence data collection, family members were not approached if they were
visibly upset, appeared uncomfortable or in a mood that may have negatively affected
their responses.
Limitations
Limitations are inherent in all research studies. Cultural dynamics in this setting
differ from other settings, limiting the applicability of the findings to other cultures.
However, the unique cultural features of the participants in this setting make this study
necessary and worthwhile. One key limitation that arose from this study was the sample
size and the convenience sampling method. Low census at the time of data collection
yielded a low recruitment number. Some days there were only two patients in the eightbed ICU at the study site. Following two months of participant recruitment, the study
sample was at just 35 participants. Since the pilot study participants met the same
inclusion criteria as for the study, and no outliers were noted in the pilot study data, the
pilot study data were merged with the main study data to provide a sample of 42 family
members of critically ill patients. These data were used in the data analysis. Also,
because this study took place at only one site, it therefore may not be representative of
other members of Caribbean culture. In the study setting, approximately a third of the
population speaks a language other than English (US Census Bureau, 2010b). During
data collection, there was one patient whose family only spoke Spanish and a few
patients whose family members spoke Patois solely. These individuals were not included
in the study. Undoubtedly, these family members had additional, perhaps different, needs.
This study did not address the needs of non-English speaking individuals. Furthermore,
this is a cross-sectional study and therefore only evaluated family member needs at one
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point in time. This research design did not allow the exploration of how the needs of
family members in this setting may change over time.
Data Handling Procedures
All data and information are kept in a sealed envelope in a locked drawer in a
locked office at the School of Nursing at the University of the Virgin Islands. Electronic
data are stored on a password-protected computer. The researcher did not share personal
information about any participant. Only the researcher and University of Northern
Colorado research advisors will have access to the data and information. The results of
this dissertation study are aggregated and individual responses in this study will remain
confidential and anonymous. The informed consent documents have a numerical
identification number that was also placed on the demographic questionnaire and the
instruments, the CCFNI and NMI. Should results from this study be published, only
aggregated results will be presented.
Ethical Considerations
The risks and discomforts to the participant were no greater than those normally
encountered in daily life. Potential risks or bad effects included possible strong emotions
that might add to the participant’s stress level. The participant could also benefit from
the study since they were offered a time to reflect on the experience of being the family
member of a critically ill adult. Family members potentially may benefit from care that
may improve as a result of integration of findings of this dissertation study into future
nursing practice in this setting and other settings where Caribbeans receive care.
Institutional review board approval was obtained prior to data collection.
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Summary
The purpose of this research study was to explore the needs of adult family
members of critically ill patients in a Caribbean setting. This chapter presented the
methods for data collection and analysis for the exploration of the needs of adult family
members of adult critically ill patients in a Caribbean population. The researcher was
mindful that patients and family members were experiencing a crisis and this study was
conducted in compliance with ethical principles to protect the participants and their
confidentiality. Data collection procedures were carefully developed and refined through
pilot testing in order to establish the validity of instruments used and to minimize
disruption to the family member. Various strategies were employed to ensure the
reliability and validity of the study and findings. Findings of this research study have the
potential to develop culturally appropriate nursing care practices in this population, as
well as inform appropriate cultural care for families of patients in critical situations.
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CHAPTER IV
RESULTS
The purpose of this study was to explore the needs of family members of
hospitalized critically ill adults in a Caribbean setting. Four instruments were used: (a)
an 11-item demographic questionnaire, (b) the 43-item CCFNI, (c) the 43-item NMI, and
(d) six follow-up questions. Reliability of these measures for a Caribbean population was
established through pilot testing as discussed in Chapter III. Within this chapter, the
characteristics of the sample are presented, followed by the findings of this study
organized by each of the three research questions.
Characteristics of the Sample
In this study, demographic data were collected from family members (n=42) of
adult critically ill patients (n=29). This took place in an intensive care unit (ICU) in an
acute care facility in a Caribbean setting in December 2018 and March-April of 2019.
Demographic characteristics such as age, gender, ethnicity, highest level of education
completed, relationship to patient, residency status, and religious background were
collected from the participants. Additionally, previous experience visiting an ICU,
perception of patient condition, and the patient’s length of stay were noted. Table 4.1
outlines the demographics of the sample.
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Table 4.1
Sample Demographics
Variable

N

%

Gender
Female
Male

29
12

69
28.6

Ethnicity
Afro-Caribbean
Asian
Caucasian
Hispanic
Other

23
1
6
2
5

54.8
2.4
14.3
4.8
11.9

Residency Status*
Resident
Tourist/visitor

30
4

71.4
9.5

Highest level of education
Grade school
High school
Some college
College degree
Graduate degree

4
17
8
7
4

9.5
40.5
19
16.7
9.5

Relationship to the patient
Parent
Spouse
Child
Sibling
Friend
Other

2
10
11
6
5
7

4.8
23.8
26.2
14.3
11.9
16.7

Previous experience visiting an ICU
Yes
No

28
11

66.7
26.2

Religious background
Christian
Jewish
Other

29
1
8

69
2.4
19

Perception of patient condition
Good
Fair
Poor
Grave

17
13
9
2

40.5
31
21.4
4.8

Note. Some categories in this sample do not add up to 100% due to missing data
*Pilot study participants’ data not collected

59
In this sample, family members’ age ranged from 23 to 78; however, nine
participants did not report their age. Most of the participants that did not report were
female. The average age of participants who reported their age was 58.79 years. Length
of stay for patients related to family members in this study ranged from 1 to 12 days, the
average length of stay for patients at the time of data collection was 3.76 days. The
amount of time family members spent at the bedside ranged from one to 70 hours, with
an average of 12.95. Interestingly, two of the participants that reported “other” as their
ethnicity appeared to be of French descent. There is a Caucasian-appearing ethnic group
in the islands that are referred to as “Frenchie,” colloquially. These individuals are
sometimes mixed-race; one such individual wrote “French” as ethnicity. The majority of
individuals in this study were residents of the territory. Two participants did not provide
information about their educational level. Individuals that reported “other” for
relationship to the patient on the survey identified as in-laws (n=3), a cousin, an aunt, and
a nephew. No participants selected “significant other” or “grandparent”. Four of the 42
participants did not provide data on their religious background. Of note, a few of the
eight participants that identified as “other” wrote in Catholic (n=4) and two participants
wrote “Catholic” and checked the “Christian” box. Overall, most of the participants
identified as Christian. Interestingly, most participants perceived the patient to be in
“good” or “fair” condition despite being admitted to an ICU. There were missing data for
a few of the demographic variables; therefore data analysis is based upon smaller
numbers.
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Results – Research Question 1
Research Question 1 asked: What is the perceived importance of needs of adult
family members of hospitalized ICU patients in a Caribbean setting? To answer this
question, the mean, standard deviation and rank ordering of items from the CCFNI were
calculated. The findings are presented in Table 4.2 in descending rank order. The
subscale category is noted next to the item. Following this, a rank order of the five
CCFNI subscale means is presented in Table 4.3.
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Table 4.2
Results of Critical Care Family Needs Inventory
Rank

Item

M (SD)

1

To be assured that the best care possible is being given to the patient
(A)

3.88 (.33)

2

To feel there is hope (A)

3.82 (.39)

3

To feel that hospital personnel care about the patient (A)

3.81 (.38)

4

To know specific facts concerning the patient’s progress (A)

3.76 (.43)

5

To be called at home about changes in the patient’s condition (P)

3.75 (.59)

6

To have explanations given that are understandable (A)

3.74 (.45)

7

To visit at anytime (P)

3.74 (.55)

8

To have questions answered honestly (A)

3.73 (.45)

9

To know the expected outcome (A)

3.71 (.47)

10

To know exactly what is being done for the patient (I)

3.68 (.47)

11

To know how the patient is being treated medically (I)

3.68 (.47)

12

To see the patient frequently (P)

3.64 (.53)

13

To receive information about the patient once a day (P)

3.62 (.58)

14

To be told about transfer plans while they are being made (P)

3.60 (.55)

15

To know why things were done for the patient (I)

3.56 (.63)

16

To have a staff member be concerned with the relatives’ health (S)

3.54 (.67)

17

To talk to the doctor every day (I)

3.51 (.74)

18

To be allowed to help with the patient’s physical care (I)

3.49 (.55)

19

To know which staff members could give what type of information (I)

3.37 (.71)

20

To have a specific staff member to call at the hospital when unable to
visit (I)

3.37 (.71)

21

To have visiting hours changed for special considerations (P)

3.36 (.93)

22

To be told about other people that could help with problems (S)

3.32 (.76)

23

To know about the types of staff members taking care of the patient (I)

3.64 (.53)

24

To have friends nearby for support (S)

3.28 (.91)

25

To have the bathroom near the waiting room (C)

3.26 (.77)

26

To feel accepted by the hospital staff (C)

3.17 (.97)

27

To have good food available in the hospital (C)

3.10 (.92)

28

To have visiting hours start on time (P)

3.06 (1.12)

29

To be told about chaplain services (S)

2.98 (.89)
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Table 4.2, continued
Rank

Item

M (SD)

30

To be assured it is all right to leave the hospital for awhile (C)

2.98 (.95)

31

To have explanations of the environment before going into the critical
care unit for the first time (S)

2.95 (.77)

32

To have someone help with financial problems (S)

2.92 (1.13)

33

To have the waiting room near the patient (P)

2.92 (.86)

34

To have directions as to what to do at the bedside (S)

2.90 (.86)

35

To have comfortable furniture near the waiting room (C)

2.80 (.85)

36

To talk about the possibility of the patient’s death (S)

2.79 (.96)

37

To have another person with the relative when visiting the critical care
unit (S)

2.66 (1.30)

38

To talk to the same nurse every day (P)

2.59 (1.04)

39

To be alone with the patient (S)

2.47 (1.11)

40

To be encouraged to cry (S)

2.42 (1.23)

41

To have a telephone near the waiting room (C)

2.34 (1.15)

42

To talk about negative feelings such as guilt and anger (S)

2.28 (1.08)

43

To have a place to be alone while in the hospital (S)

2.27 (1.18)

Note. (A) Assurance domain; (C) Comfort domain; (I) Information domain; (S) Support domain;
(P) Proximity domain

Table 4.3
Critical Care Family Needs Inventory Subscale Results
Subscale
(number of items)
Assurance (7)
Information (8)
Support (13)
Proximity (9)
Comfort (6)

Mean Score
for Items in
Scale
3.72 (.41)
3.44 (.44)
2.68 (.44)
1.92 (.44)
1.92 (.44)

63
Reliability
Cronbach’s alpha for the CCFNI as a whole was .92. It is important to note that
data for many items were missing; therefore this correlation coefficient represents only
27 valid cases that included responses to all 43 items. Items with the most missing data
points were “to be encouraged to cry” and “to have visiting hours start on time.” Only
one item, “to have someone help with financial problems” would increase the reliability
of the findings if it were deleted from the instrument (from .920 to .921).
The Cronbach’s alpha coefficient for each subscale is as follows: assurance,
proximity and support each α=.85, information (α=.76), and comfort (α=.74). These
results suggest that the data collection instrument yielded reliable results and only minor
adjustments would need to be made to increase the reliability of the results. In the
assurance and information subscales, no items would increase reliability if they were
deleted. In the support subscale, if each of the items – “to have a staff member be
concerned with the relatives’ health” and “to be told about chaplain services” – were
deleted the reliability would increase from .849 to .850. In the proximity subscale, if the
item “to talk to the same nurse every day” were removed from the instrument the
reliability would increase from .850 to .857. Finally, if the item, “to have the bathroom
near the waiting room” were removed from the comfort subscale, the reliability would
increase from .738 to .748.
Results – Research Question 2
Research Question 2 asked: To what degree do adult family members of
hospitalized ICU patients in a Caribbean setting perceive that needs are being met? To
answer this question, the mean, standard deviation, and rank ordering of items from the
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NMI were calculated. The findings are presented in Table 4.4 in descending to rank
order. It is important to note that only 31% (n=13) of the participants completed all items
of the NMI.
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Table 4.4
Results of Needs Met Inventory
Rank of
Needs
Met

Item

M (SD)

Rank of
Need
Importance

1

To see the patient frequently (P)

3.76 (.50)

12

2

To visit at any time (P)

3.59 (.62)

7

3

To feel that hospital personnel care about the patient
(A)

3.47 (.68)

3

4

To know why things were done for the patient (I)

3.43 (.63)

15

5

To know specific facts concerning the patient’s
progress (A)

3.41 (.73)

4

6

To have a staff member be concerned with the
relatives’ health (S)

3.41 (.73)

16

7

To know about the types of staff members taking
care of the patient (I)

3.41 (.69)

23

8

To know how the patient is being treated medically
(I)

3.40 (.56)

11

9

To feel there is hope (A)

3.39 (.63)

2

10

To have explanations given that are understandable
(A)

3.39 (.72)

6

11

To know exactly what is being done for the patient
(I)

3.39 (.62)

10

12

To be allowed to help with the patient’s physical
care (I)

3.37 (.74)

18

13

To have visiting hours start on time (P)

3.37 (.83)

28

14

To have questions answered honestly (A)

3.36 (.68)

8

15

To have friends nearby for support (S)

3.35 (.80)

24

16

To be assured that the best care possible is being
given to the patient (A)

3.34 (.70)

1

17

To have the waiting room near the patient (P)

3.33 (.97)

33

18

To know the expected outcome (A)

3.32 (.86)

9

19

To feel accepted by the hospital staff (C)

3.31 (.76)

26

20

To receive information about the patient once a day
(P)

3.29 (.85)

13

21

To be called at home about changes in the patient’s
condition (P)

3.29 (.85)

5

22

To have another person with the relative when
visiting the critical care unit (S)

3.28 (.96)

37
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Table 4.4, continued
Rank of
Needs
Met

Item

M (SD)

Rank of
Need
Importance

23

To know which staff members could give what type
of information (I)

3.26 (.71)

19

24

To be assured it is all right to leave the hospital for
awhile (C)

3.22 (1.01)

30

25

To be alone with the patient (S)

26

To have comfortable furniture near the waiting
room (C)

27

3.20 (.77)

39

3.07 (1.09)

35

To have visiting hours changed for special
considerations (P)

3.06 (.93)

21

28

To talk to the doctor every day (I)

3.06 (.97)

17

29

To be told about transfer plans while they are being
made (P)

3.06 (.97)

14

30

To have good food available in the hospital (C)

3.04 (.98)

27

31

To be told about other people that could help with
problems (S)

2.96 (1.04)

22

32

To have a telephone near the waiting room (C)

2.89 (1.18)

41

33

To be told about chaplain services (S)

2.85 (.93)

29

34

To have a specific staff member to call at the
hospital when unable to visit (I)

2.80 (1.08)

20

35

To have explanations of the environment before
going into the critical care unit for the first time (S)

2.72 (1.06)

31

36

To have directions as to what to do at the bedside
(S)

2.71 (1.04)

34

37

To have a place to be alone while in the hospital (S)

2.62 (1.16)

43

38

To be encouraged to cry (S)

2.56 (1.13)

40

39

To talk to the same nurse every day (P)

2.50 (.91)

38

40

To have the bathroom near the waiting room (C)

2.48 (1.12)

25

41

To talk about the possibility of the patient’s death
(S)

2.42 (1.31)

36

42

To have someone help with financial problems (S)

2.20 (1.01)

32

43

To talk about negative feelings such as guilt and
anger (S)

2.00 (.96)

42

Note. (A) Assurance domain; (C) Comfort domain; (I) Information domain; (S) Support domain;
(P) Proximity domain

Descending rank order is also reported for the five NMI subscales in Table 4.5. Items
that were frequently not answered on the NMI include the needs:
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•

to be encouraged to cry,

•

to talk about negative feelings such as guilt and anger,

•

to have someone help with financial problems, and

•

to have visiting hours changed for special considerations.

There is further discussion of these items in Chapter V.
Table 4.5
Needs Met Inventory Subscale Results
Subscale
Assurance (7)
Information (8)
Comfort (6)
Proximity (9)
Support (13)

M (SD)
3.11 (.79)
2.76 (.97)
2.47 (.82)
2.25 (.88)
1.75 (.38)

Reliability
Cronbach’s Alpha for the NMI as a whole could not be computed since only 13
participants completed each item in the NMI. However, reliability coefficients could be
computed for the subscales and are listed in Table 4.6. Limitations of the NMI will be
discussed in Chapter V.
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Table 4.6
Reliability of Needs Met Inventory Subscales
Subscale
(# of Valid Cases)
Information (15)

Cronbach’s
Alpha
.93

Items That Will Increase Reliability If Deleted
(Resultant Cronbach’s Alpha)
To have a specific staff member to call at the
hospital when unable to visit (.93)
To talk to the doctor every day (.933)

Assurance (24)

.92

To feel there is hope (.93)

Proximity (7)

.85

To be called at home about changes in patient’s
condition (.872)
To talk to the same nurse everyday (.866)

Comfort (15)

.745

To have the bathroom near the waiting room
(.759)
To be assured it is alright to leave the hospital for
a while (.766)

Support (2)

.62

To be encouraged to cry (.741)
To be told about chaplain services (.741)

Results - Research Question 3
Research Question 3 asked: What is the nature of the relationship between
demographic characteristics and needs of adult family members of hospitalized ICU
patients in a Caribbean setting? Demographic characteristics that were examined in
relation to needs include: age, gender, ethnicity, residency status, highest level of
education completed, relationship to patient, and religious background. Other
characteristics considered in relation to family member needs include previous
experience visiting an ICU, patient’s length of stay in the ICU, and perception of patient
condition.
To determine if there is a difference in participants with various characteristics
and items on the CCFNI and NMI inferential statistical analysis was conducted. The
Mann-Whitney U-test was used to measure the relationship between needs and
dichotomous variables, such as gender, residency status, and previous ICU experience.
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Spearman’s correlation coefficient was used to determine the relationship between needs
and ordinal level variables, such as highest level of education, perception of patient
condition, age, length of stay, and time spent in the ICU. Finally, the Kruskal-Wallis Htest was used to measure the relationship between needs and categorical variables, such
as ethnicity, relationship to patient, and religious background.
When performing calculations, participant selection of “Not applicable” on the
NMI was treated as missing data and removed from inferential statistical calculations.
“Not applicable” was keyed as “0” and it was not the intention of the researcher to have
these responses negatively skew the data.
Overall, there was not a significant difference between many of the needs and
selected characteristics. However, some significant relationships were revealed. Gender
had the most significant relationship with perceived importance of needs (n=6) and time
spent at the bedside had the most significant relationship with perception of needs met
(n=6).
Age
The Spearman test of correlation was used to determine if there was a relationship
between age and perception of the degree of importance needs and needs being met.
Results reveal a significant negative relationship between age and perception of
importance of needs and the degree to which one need was met. Table 4.7 outlines the
details of the statistical analysis for this characteristic. The effect size for these
significant relationships range from moderate to large, according to Fields’ (2013)
definition.
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Table 4.7
Relationship Between Age and Needs
Spearman
correlation
coefficient

N

P

To be allowed to help with the patient’s
physical care (I)

-.417

32

.017

To be assured it is alright to leave the
hospital for a while (A)

-.411

32

.019

To have friends nearby for support (S)

-.375

33

.031

To know which staff members could give
what type of information (I)

-.374

32

.035

To know why things were done for the
patient (I)

-.353

32

.048

Item

Note. (A) Assurance domain; (C) Comfort domain; (I) Information; domain (S) Support domain.
p <.05

Two reported needs demonstrated a significant relationship with needs being met. The
need to have visiting hours changed for special considerations has a negative relationship
with age (r(13), -.603, p = .029), meaning that as age increased, this need was less often
perceived as being met. The need to talk about negative feelings such as guilt and anger
had a positive relationship with age (r(12), .595, p = .014).
Gender
To determine if there is a relationship between gender and family member needs,
the Mann-Whitney U-test was used. From the data presented in Table 4.8, it is evident
that females have a greater perception of importance for the needs identified. There is a
medium to large effect size for these findings (Fields, 2013).
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Table 4.8
Gender and Perception of Importance of Needs
Item

Gender

M

U

p

Z score

Effect size (r)

To know about the types
of staff members taking
care of the patient (I)
To have a specific staff
member to call at the
hospital when unable to
visit (I)

Female
(n=27)
Male (n=12)
Female
(n=26)
Male (n=11)

23.63

64.0

.002

-3.296

-.63

11.83
22.27

58.0

.004

-3.149

-.62

To know which staff
members could give
what type of information
(I)

Female
(n=27)
Male (n=12)

22.98

81.5

.013

-2.735

-.53

To be encouraged to cry
(S)

Female
(n=25)
Male (n=10)

20.42

64.5

.025

-2.305

-.46

Female
(n=27)
Male (n=12)

22.59

92.0

.033

-2.268

-.44

To have the bathroom
Female
23.04
97.0 .036
-2.29
near the waiting room
(n=28)
(C)
Male (n=12)
14.58
Note. (C) Comfort domain; (I) Information domain; (S) Support domain. p <.05

-.43

To be told about chaplain
services (S)

11.27

13.29

11.95

14.17

Only one need, to know about the types of staff members taking care of the patient was
met more often for females (Mn=16.08), than for males (Mn=9.06), U = 36.5, z = -2.331,
p = .02, r = -.53.
Ethnicity
To determine if there was a difference in perception of importance of needs and
needs met between ethnicity groups, the Kruskal-Wallis H-test was used. After post hoc
pairwise comparison, it was determined that there was no significant difference between
ethnic groups and needs.
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Residency Status
The Mann-Whitney U-test was used to determine if there is a relationship
between residency status and the importance of needs and the degree that family
members perceived needs to be met. There was a significant difference between
residents and tourists/visitors with the perceived importance of one need. Tourists
(Mn=29.0) reported a greater need than residents (Mn=15.21) to having comfortable
furniture near the waiting room, U = 81.0, z = 2.651, p = .009, r = .49. However, this
calculation is limited since there were only three tourists/visitors included. There was no
relationship between residency status and perception of needs being met.
Education
Spearman’s correlation coefficient was used to assess the degree, if any, of the
relationship between level of education and degree of importance and needs being met.
From the findings, three needs emerged that had a significant relationship between
perception of importance and education. Those needs were “to have questions answered
honestly” (r (39) .367, p = .022), “to know specific facts concerning the patient’s
progress” (r(40) .316, p = .047), and “to have someone help with financial problems”
(r(37) -.354, p = .032).

73
There was a significant relationship between education and four needs being met.
In every case, a negative relationship between education and the following needs was
demonstrated: to have comfortable furniture near the waiting room (r(28) -.395, p
= .037), to know which staff members could give what type of information (r(26) -.498 p
= .010), to know specific facts concerning the patient’s progress (r(28) -.416, p = .028),
and to know the expected outcome (r(27) -.526, p = .005). As the educational level of the
family member increases, these needs mentioned above are met less often.
Time Spent at the Bedside
Participants were asked how much time was spent at the patient’s bedside in the
last three days. The relationship between time that the family member spent at the
bedside and family needs was measured with Spearman’s correlation coefficient. The
needs are listed in Table 4.9.
Table 4.9
Time Spent at the Bedside and Perception of Importance of Needs
Spearman
correlation
coefficient

N

p

To have visiting hours start on time (P)

.574

31

.001

To be assured the best possible care is
being given the patient (A)

.489

36

.002

To receive information about the patient
once a day (P)

.359

37

.029

To talk to the doctor every day (I)

.338

36

.044

Item

Note. (A) Assurance domain; (I) Information domain; (P) Proximity domain. p <.05

There is a moderate to large effect size for the significant relationships between needs
and time spent at the bedside according to Fields’ definition (2013). Table 4.10 outlines
the statistical details for needs being met and time spent at the bedside.
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Table 4.10
Time Spent at the bedside and Needs Met
Spearman
correlation
coefficient

N

P

To see the patient frequently (P)

.479

30

.007

To feel there is hope (A)

.486

24

.016

To have explanations given that are
understandable (A)

.452

27

.018

To know what exactly is being done for the
patient (I)

.438

27

.022

To know why things are done for the patient
(I)

.417

27

.030

To have visiting hours start on time (P)

.519

16

.040

Item

Note. (A) Assurance domain; (I) Information domain; (P) Proximity. p <.05

Relationship to Patient
To determine if there is a relationship between this variable and perception of
needs, the Kruskal-Wallis H-test was used. There was a significant difference in
perception of importance between spouses (Mn = 25.5) and others (Mn = 11.21) with the
need to have questions answered honestly (H(5) =14.286, p =.018). As it pertains to the
degree that needs are perceived to be met, others (Mn = 9.25) perceived the need to see
the patient frequently significantly less often than spouses (Mn = 20.50) (H(7) 11.25, p
= .023) and adult children (Mn = 20.50) (H(7) 11.25, p = .029) of the patient. Parents
(Mn = 4.50) also perceived the need to see the patient frequently to be met less often than
spouses (Mn = 20.50) (H(7) 10, p = .012) and adult children (Mn = 20.50) (H(7) 9, p
= .02). The other category was comprised of: a nephew, a cousin, an aunt, and three inlaws (one participant did not report).
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Previous Critical Care Experience
The Mann-Whitney U-test was used to determine if there is a difference in
relationship with family members who have previous experience visiting an ICU and
those who did not. There was no difference between the two groups and the perceived
importance of needs or degree that needs were perceived to have been met.
Religious Background
To determine if there is a relationship between religious background and
perceived importance of needs, the Kruskal-Wallis H-test was used. After post hoc
pairwise testing, there was a significant difference in perception of importance of the
need to be assured the best possible care is being given the patient among religious
groups. Christians (Mn=19.02) (H(2)=16.518, p=.016) and others (Mn=15.79)
(H(2)=18.5, p=.018) perceived this need with greater importance than the Jewish
participant (Mn=2.50). It is important to note that the groups were not equal. There was
only one Jewish participant compared to 28 Christians and others (n = 8) – four of whom
indicated they were Catholic.
Two needs demonstrated that participants who selected other as a religious
background (n = 8) perceived the identified needs being met more often than Christians.
Of interest, all others that wrote in “Catholic” indicated that these needs were usually met
(25%; n= 1) or always met (75%; n= 3). The data are presented in Table 4.11.
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Table 4.11
Religious Background and Perceived Needs Met
Religious
Background

Item
To be assured the best possible
care is being given (A)

H

df

p

97.5

2

.026

5.00

2

.038

Other
(Mn = 20.50)
Christian
(Mn = 11.97)

-8.525

2

.042

Other
(Mn = 20.50)
Jewish
(Mn = 9)

5.00

2

.038

Other
(Mn = 23.50)
Christian
(Mn = 14.04)
Other
(Mn = 23.50)
Jewish
(Mn = 10.5)

To have questions answered
honestly (A)

Note. (A) Assurance domain; (P) Proximity domain; (S) Support domain. p <.05

Perception of Patient Condition
Spearman’s correlation coefficient was calculated to determine the difference in
perception of patient condition and perception of importance of needs and needs met.
Two items revealed a statistically significant difference in perception of importance of
needs and perception of patient condition. It is important to note that items were scored
on a 1-4 scale with “1” aligned with “good” and “4” aligned with “grave” condition.
Therefore, a higher score indicates a worse perceived condition of the patient. Statistical
details related to these needs are presented in Table 4.12.
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Table 4.12
Perception of Patient Condition and Importance of Needs
Spearman
correlation
coefficient

N

p

To have the waiting room near the
patient (P)

.429

38

.007

To talk to the doctor everyday (I)

-.357

40

.024

Item

Note. (I) Information domain; (P) Proximity domain. p <.05

The effect size for these significant relationships are medium according to Fields’
definition (2013). There was no significant difference in perception of needs being met
that related to family members’ perception of patient condition.
Patient Length of Stay
To determine if there was a relationship between patient length of stay and items
on the CCFNI and NMI, Spearman’s correlation coefficient was calculated. There was
no significant relationship between length of stay and the perceived importance of needs
or the degree to which needs were met as listed on the NMI.
Follow-Up Items
Five open-ended items were analyzed with content analysis (Grove, Burns, &
Gray, 2013). These items queried participants about additional needs, coping strategies,
suggestions for meeting needs, and cultural practices related to coping with the critical
illness. Written comments were noted and formed into categories. Pilot study
participants (n=7) were not included in the items related to culture and cultural needs
being met. These items were placed on the data collection instrument following pilot
testing.
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Additional Needs Not Addressed
by the Data Collection Instrument
Twenty-nine participants responded to the follow-up questions. A majority of the
respondents (89.6%) reported that there were no additional needs not already covered in
the CCFNI and NMI. Additional needs related to encouragement and availability of food
for family were offered by participants. For example, one family member reported being
at the bedside with her husband for three days over a holiday weekend with no food
available for family members in the hospital.
Expression of Needs to Staff
This item was not included in the pilot study. In the main study, 17 out of 30
(56.7%) respondents that answered the item regarding expression of needs to staff stated
that they had not done so, while only six out of 30 (20%) stated that they did.
Coping with Critical Illness
When it comes to coping with critical illness, the response that was mentioned
most consistently from those that answered the question was prayer (n=10; 35.7%).
Other ways of coping included: positive thinking (n=2) and taking it one day or step at a
time (n=3). Two respondents stated that they had a difficult time coping with the critical
care admission of a loved one. Finally, two respondents noted that communication
helped them cope. One family member stated that “talking to the doctor” helped her cope.
Cultural Needs/Practices to
Cope with Critical Illness
This item was not included in the pilot study. Twenty out of 35 participants of the main
study (57.1%) responded to this item. Six individuals reported prayer as a cultural
practice used to cope with the critical illness, this aligns with the responses to the item
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above about coping (five of those six included prayer in their response for the item
above). Other means of coping that were considered to be culturally influenced included:
•

staying a long time with the patient,

•

games,

•

song,

•

food,

•

positive thinking,

•

hope, and

•

reliance on God.

It is important to note that each of the responses above were offered only once by the
different participants in the study. Eighteen individuals answered the item related to
meeting cultural needs. Eight participants (44.4%) reported that these culturally oriented
means of coping were always met, 33.3% (n=6) sometimes met, 11.1% (n=2) usually
met, and 11.1% (n=2) never met.
Suggestions to Help Meet the Needs
of Family Members
There was an opportunity for participants to offer suggestions to help meet the
needs of family members visiting the ICU. Three individuals stated that their needs
could be better met if the patient was comfortable. Two of those individuals were the
mother and daughter of a patient who died within a few days of completing the survey.
Five individuals made comments that related to communication. For example, one
family member wrote that she spoke to four different doctors in as many days. She
reported having to tell the story of her husband’s illness leading up to the admission four
different times. Another participant noted that “giving family updates in patient changes”
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would help meet the needs of family members. Another family member suggested that
“there is better communication” but did not specify any further details.
Conclusion
Within this chapter, the characteristics of the sample were presented followed by
the findings of this study organized by each of the three research questions. Overall, this
study found that assurance and information needs were the most important for family
members in this particular Caribbean setting and that these needs are met most often. As
it relates to culture, families rely on prayer to cope with the critical illness of their loved
one.
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CHAPTER V
CONCLUSIONS AND RECOMMENDATIONS
This chapter includes a summary of the dissertation including an analysis and
discussion of findings related to the needs of family members of critically ill adults in a
Caribbean setting. Discussion of the study findings is considered from the perspective of
Leininger’s Theory of Culture Care Diversity and Universality, which guided this study.
An overview of the limitations, implications for nursing education and clinical practice
along with recommendations for future research are also presented.
Study Summary
An understanding of the characteristics and needs of families of critically ill
patients can assist the health care team to provide quality care that is responsive to the
unique characteristics of family members. This is important because families are an
integral part of the care that is provided by critical care nurses and members of the health
care team. Researchers recognize that the critical care environment has an influence on
the wellbeing of both patient and family (Baumhover & May, 2013). The purpose of this
descriptive correlational study was to explore the needs of family members of
hospitalized critically ill adults in a Caribbean setting. In turn, there is the potential to
implement culturally congruent nursing interventions based on the findings of this study.
Overview of the Methodology
Paper-and-pencil surveys were completed by a convenience sample of 42 adult
family members of adult critically ill patients. This took place in an eight-bed ICU in an
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acute care facility in the US Virgin Islands over the course of three months from late fall
2018 to spring 2019.
This study explored three research questions that examined the needs of family
members in this setting. The data from the first research question, “What is the perceived
importance of needs of adult family members of hospitalized ICU patients in a Caribbean
setting?” demonstrated that assurance and information needs ranked most important.
The second research question asked, “To what degree do adult family members of
hospitalized ICU patients in a Caribbean setting perceive that needs are being met?” The
statistical analysis revealed that assurance and information needs were perceived to be
met most frequently. However, some of the specific most important needs were not
among needs that were met most frequently.
Finally, data related to the research question, “What is the nature of the
relationship between demographic characteristics and needs of adult family members of
hospitalized ICU patients in a Caribbean setting?” revealed significant statistical
relationships between several characteristics and needs. Gender had the most significant
relationship with perceived importance of needs and time spent at the bedside had the
most significant relationship with family members’ perception of needs met. In general,
it seems there was not a significant difference between many of the needs and selected
characteristics. Further, an exploration of cultural characteristics revealed that families
use prayer as an important part of coping strategies during the critical care admission.
Discussion of the Findings
The goal of this research study was to explore the needs of adult family members
of critically ill patients in a Caribbean setting. In the review of literature, it has been
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demonstrated that the critical care admission can provoke psychological distress for
families due to traumatic events, which can present a risk of death their loved one
(Tramm et al., 2016). Health care providers need to deliver care that is culturally
congruent in order to reduce the negative consequences the ICU admission can
potentially cause for the family member. As discussed in the review of the literature, the
needs of family members vary according to their cultural backgrounds. This study
provided information on some of the nuances of Caribbean culture as it relates to family
members’ experience during the critical care admission.
Research Question 1
The first research question sought to identify the perceived importance of needs of
adult family members of hospitalized ICU patients in a Caribbean setting. The ten most
important needs are listed in Table 5.1.
Table 5.1.
Ten Most Important Needs
Rank

Family Member Need

1
To be assured the best care possible is being given to the patient (A)
2
To feel there is hope (A)
3
To feel that hospital personnel care about the patient (A)
4
To know specific facts concerning the patient’s progress (A)
5
To be called at home about changes in the patient’s condition (P)
6
To have explanations given that are understandable (A)
7
To visit at anytime (P)
8
To have questions answered honestly (A)
9
To know the expected outcome (A)
10
To know exactly what is being done for the patient (I)
Note. (A) Assurance domain; (I) Information domain; (P) Proximity domain

The most important needs in this sample are primarily from the assurance domain
of needs, followed by proximity, and then information. This is evident in the order of
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importance of categories of needs. As stated previously, the order of importance for need
types, or domains, is:
1. Assurance.
2. Information.
3. Support.
4. Proximity.
5. Comfort.
Most important needs. “To be assured the best possible care is being given to
the patient” ranked most important within this sample. Two studies also found this to be
the most important need among family members in those samples. Hinkle and
Fitzpatrick (2011) found that this was the most important need in their study of 101
family members in six ICUs in an American hospital. Omari (2009) also found that this
was the most important need among a sample of 139 family members in three hospitals in
Jordan. This was not the case in all settings, however. To be assured the best possible
care is being given to the patient was not the most important need for a number of other
studies (Bandari et al., 2015; Delva et al., 2002; Gundo et al., 2014; Kosco & Warren,
2000; Leung, Chien, & Mackenzie, 2000; Lee & Lau, 2003) that took place in Iran,
Malawi, Hong Kong, Belgium, and America.
In fact, in some cultural settings it was not among the most important needs at all.
Some of the countries where studies took place that had this difference in findings
include: Tanzania (Kohi, Obogo, Mselle, 2016), Iran (Iranmanesh et al., 2014), Rwanda
(Munyiginya & Brysiewicz, 2014), Saudi Arabia (Al-Mutair et al., 2013a), Israel
(Khalaila, 2012), Greece (Chatzaki et al., 2012), America (Auerbach et al., 2005;
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Maxwell, Stuenkel, & Saylor, 2007), Jordan (Al-Hassan & Hweidi, 2004), and Hong
Kong (Leung et al., 2000).
Other needs that were in the top 10 for this study were also amongst the most
important needs in other studies encountered in the literature. One such need was to have
questions answered honestly, which seemed to be the most important need overall among
studies reviewed. This need, however, ranked in eighth place in this study. To visit at
any time was the most important need for family members in a study of 70 Israeli family
members (Khalaila, 2012), but was seventh most important need in this study. Finally, to
know specific facts about the patient’s prognosis was the most important need in a
sample of 40 Rwandan family members (Munyiginya & Brysiewicz, 2014), but ranked
fourth most important in this study.
The needs that were identified to be among the most important have slight
variation in ranking, but seem to be universally important needs across cultural groups. It
stands to reason that families want the best for their loved one and knowing the best
possible care is being provided for the patient during their illness is an extension of this
desire. Assuring families that the patient is receiving the best possible care will help to
build trust in the health care team – something cited to be lacking in this setting
(Callwood et al., 2012; Nunez et al., 2011).
Least important needs. The five least important needs found in this study
include:
•

to be alone with the patient,

•

to be encouraged to cry,

•

to have a telephone near the waiting room,
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•

to talk about negative feelings such as guilt and anger, and

•

to have a place to be alone while in the hospital.
The least important needs come from the support and comfort domains, although

support needs ranked third most important, overall. The mean scores for these items
ranged from 2.27 to 2.47, which indicates that, on average, family members perceive
these needs to be at least slightly important. Of note, the standard deviation for all of
these items ranged from 1.08 to 1.23, demonstrating there was a lot of variation in the
responses. Ten to 15 participants responded that these needs were not important. On the
other hand, just as many participants scored these needs as important.
In this study, the need to be alone was perceived among the least important needs.
Thirteen individuals indicated that it was not important. Furthermore, six individuals did
not answer this item, possibly another indication that this need is of lesser importance.
Other scholars also found the need to be alone was of less importance in samples of
family members from around the world (Khalaila, 2012; Hinkle & Fitzpatrick, 2011;
Leung et al., 2000; Munyiginya & Brysiewicz, 2014). These studies included Israeli,
American, Chinese, and Rwandan families. Similarly, the need to be encouraged to cry
was found to be among the least important needs in this study and in studies conducted in
various cultural settings (Bandari et al., 2015; Delva et al., 2002; Hinkle & Fitzpatrick,
2011; Leung, Chien, & Mackenzie, 2000; Munyiginya & Brysiewicz, 2014).
In some studies, the need to have a pastor visit or to know about religious services
was among the least important (Bandari et al., 2015; Delva et al., 2002; Leung et al.,
2000). The item, to have the pastor visit, was not included in the instrument in this study
and to know about religious services was phrased “to be told about chaplain services.”
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The findings in this study suggest that Caribbean families in the sample of this study
place a greater importance on religious and spiritual services than families within the
samples included in the above-mentioned studies.
As it relates to the needs that were perceived to be the least important, such as the
need to “be alone with the patient,” and “to have a place to be alone in the hospital,” it
seems natural that families come to the hospital to be with the patient. Therefore, the
lack of importance of these needs seems logical. The fact that the need “to have friends
nearby for support” had a greater mean and rank supported this finding.
Additional needs. A majority of those that responded to the follow-up questions
reported no additional needs that were not already covered in the CCFNI and NMI.
However, there were additional needs mentioned by three family members. The
additional needs related to encouragement and availability of food for family. One
family member reported being at the bedside with her husband for three days over a
holiday weekend with no food available for family members anywhere in the hospital.
This finding is similar to other studies that offered an opportunity for family
members to identify additional needs (Chatzaki et al., 2012; Hinkle & Fitzpatrick, 2011;
Lee and Lau, 2003). However, family members in Kosco and Warren’s (2000) study that
took place in the southern United States offered additional needs that were not covered in
the CCFNI and NMI. Some of the needs identified in this study include: to have the call
light answered promptly, less noise in the ICU, timely delivery of patient meals,
increased compassion, and improved communication among others.
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Research Question 2
The second research question sought to identify the degree that family members
in this setting perceived needs to be met. Table 5.2 presents the most frequently met
needs.
Table 5.2
Most Frequently Met Needs
Rank of
Needs Met

Family Member Need

1
To see the patient frequently (P)
2
To visit at any time (P)
3
To feel that hospital personnel care about the patient (A)
4
To know why things were done for the patient (I)
5
To know specific facts concerning the patient’s progress (A)
6
To have a staff member be concerned with the relatives’ health (S)
7
To know about the types of staff members taking care of the patient (I)
8
To know how the patient is being treated medically (I)
9
To feel there is hope (A)
10
To have explanations given that are understandable (A)
Note. (A) Assurance domain; (I) Information domain; (S) Support domain;
(P) Proximity domain

The needs that were most frequently met belonged to the proximity, assurance, and
information domains. Of the ten needs that were most frequently met, five of them were
among the most important needs. Of note, the most important need – “to be assured the
best possible care is being given the patient” – was not among the top most met needs. It
was ranked 16th; however, the mean score for this item in terms of needs being met was
3.34 (SD = .70). This means that, on average, it was met more than usually.
A limited number of studies reported on the degree that needs were met (Khalaila,
2012: Kosco & Warren, 2000; Maxwell et al., 2007; Omari, 2009). Some scholars in the
topic area found similar results (Kosco & Warren, 2000; Maxwell, Stuenkel, & Saylor,
2007; Omari, 2009). In these studies it was found the need to see the patient frequently
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was also met the most often. While the visitation policies for ICUs in each of these
studies was not available, it was noted that there was an open visitation policy in one of
the study sites except for four one-hour periods where the unit was closed for visitation
while nurses gave report (Maxwell et al., 2007). There were no other similarities with the
present study and other studies in the literature.
Needs met the least often in this study include:
•

to talk to the same nurse every day,

•

to have the bathroom near the waiting room,

•

to talk about the possibility of the patient’s death,

•

to have someone help with financial problems, and

•

to talk about negative feelings such as guilt and anger.
Needs that were met the least often belong to the comfort, support, and proximity

domains. None of the needs that were least met were from the most important domains
or include any of the most important needs. In fact, the needs included in the list above
are among the least important needs in this study, such as the need to talk about the
possibility of the patient’s death. However, the need to have the bathroom near the
waiting room was not among the least important. Prior to this study, it was noted by the
researcher that the bathroom is quite a distance from the ICU at the hospital where this
study was conducted. As it relates to the need to talk to the same nurse every day, one
family member stated to the researcher that the same nurses do not work every day so it
is not possible to speak to the same nurse each day.
Only two studies presented results on the needs that were met the least often.
There were a few similarities between the findings of these studies and those of the

90
dissertation study. Khalaila (2012) also found that the need to have the bathroom near
the waiting room was among those met the least often, along with the need to be told
about someone that can help with financial problems. In congruence with the present
study, Maxwell et al. (2007) found that the needs to talk about negative feelings and to
talk about the possibility of the patient’s death were also among needs met the least often.
However, these authors did not explain these findings in their studies.
Expression of needs. Expression is a natural consequence of having a need
(Endacott, 1997). An item was included in the follow up questions to the CCFNI and
NMI survey that asked participants “Have you expressed any of your needs to staff
members?” Thirty participants responded to this item and seventeen of those indicated
that they had not done so. One such participant commented that needs “hadn’t come up
yet.” This thought suggests that timing may be a factor in the assessment of needs.
Suggestions for meeting the needs of family members. There was an
opportunity for participants to offer suggestions to help meet family members’ needs.
Communication was the most prominent theme among the responses to this item. Five
individuals made comments that related to communication. For example, one family
member wrote that she spoke to four different doctors in as many days. She reported
having to tell the story of her husband’s illness leading up to the admission four different
times. Another participant noted that receiving updates in the patient’s changes would
help to meet their information and assurance needs. Another family member suggested
that there should be “better communication,” but did not specify any further details.
This finding is supported by findings in Maxwell and colleagues’ (2007) survey
of 20 American family members. Family members and nurses in this study expressed in
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their comments that communication helps to meet the needs of family members of the
critically ill. Communication is an essential element of providing quality care (AACN,
2015) – with enhanced communication, assurance, information, and proximity needs can
potentially be met.
The needs that were met most often – to see the patient frequently and to visit
anytime – reflect the flexible visitation hours of the ICU at the study setting. Visiting
hours at this ICU are from 0600 to 2200. Staff are often relaxed in allowing more than
two visitors at a time. Family members who wish to stay overnight with the patient are
allowed to do so as long as permission is given by the nursing supervisory staff, which is
usually granted.
The ability to the meet needs of family members in a culturally congruent manner
is dependent on a number of factors. Factors that will be addressed here include:
understanding of the culture, confidence, and experience to include family members in
care. Of note, at least half of the intensive care nursing staff are novice nurses with less
than two years of experience. While this data was not collected formally, the researcher
is faculty at the local BSN program and has been employed per diem at the study site for
nearly ten years. Nurse researchers have found that novice nurses may have a less
supportive attitude towards family members and involve families in care less often than
more experienced nurses, thus impacting the nursing staff’s ability to meet family
members’ needs (Benzein, Johansson, Årestedt, & Saveman, 2008).
More to the point of factors that meet family members’ needs, a majority of the
nurses observed working in the study setting at the time of data collection are of
Caribbean culture. This is a new trend since the hurricanes of 2017 when all travel nurse
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contracts were cancelled. Additionally, two large cohorts from the local BSN program
have graduated in recent years, which has led to more native Caribbean nurses caring for
patients than non-natives. This has an influence on the cultural congruence of care and
suggests that the care being given at this time is more culturally congruent than at times
when the nursing staff in this setting was comprised of a greater proportion of non-native
nurses.
Research Question 3
The third research question sought to determine the nature of the relationship
between demographic characteristics and needs of adult family members of hospitalized
ICU patients in a Caribbean setting. As a review, the following characteristics were
examined in relation to needs:
•

gender,

•

time spent at the bedside,

•

age,

•

highest level of education completed,

•

religious background,

•

relationship to patient,

•

perception of patient condition,

•

residency status,

•

ethnicity,

•

patient’s length of stay in the ICU, and

•

previous experience visiting an ICU.
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Findings revealed statistical significance between several characteristics and a
few needs. However, the ability to draw conclusions about nature of relationships
between family members and their perception of needs being met was limited. Only 13
participants completed the entire NMI. It appears that families need time to spend on the
unit to assess whether or not their needs have been met.
Gender had the most significant relationship with perceived importance of needs,
and time spent at the bedside had the most significant relationship with family members’
perception of needs met. In general, it seems there was not a significant difference
between many of the needs and selected characteristics. Further, an exploration of
cultural characteristics revealed that families use prayer as an important part of coping
strategies during the critical care admission.
Gender. The findings of this study show that there is a significant relationship
between gender and the perceived importance of six different needs. In order of
significance, women had a significantly higher perceived importance for the following
needs:
•

to know about the types of staff members taking care of the patient,

•

to have a specific staff member to call at the hospital when unable to visit,

•

to know which staff members could give what types of information,

•

to be encouraged to cry,

•

to be told about chaplain services, and

•

to have the bathroom near the waiting room.
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These specific needs belong to the information, followed by comfort and support
domains. Further, women perceived the need to know about the types of staff caring for
the patient was met significantly more often than men.
When considering the relationships, it is important to note the inequality of the
group sizes. There were 29 women and 12 men included in this study (one participant
did not report). This phenomenon is congruent with previous studies where, in a large
portion of the samples of studies reviewed, there are more women than men. In a study
by Delva et al. (2002), women family members in a Belgian setting perceived access, or
proximity, to the patient to be of utmost importance. A commonality is that women in
other parts of the world report a strong desire to be close to the patient. Because of this,
women also have greater needs for assurance, comfort, and support – all of which were
perceived to be important (Delva et al., 2002; Zainah et al., 2016). This may be confusing
in that previously it was reported that support and comfort ranked lower than information
and assurance. It is important to bear in mind that simply because a need is ranked lower
does not mean that it is not important. Contrary to these findings, a study of 62 family
members in Malawi found that men in this sample had a greater need for comfort (Gundo
et al., 2014). This seems to be an anomaly, however, and was not found in any other
studies reviewed. This could be potentially be explained by culturally acceptable
expressions of emotional needs by men in this particular setting.
Women in this study were more likely to want to know more about who the staff
members were, what kind of information could the staff give, and to have a specific staff
member to call if unable to visit. This seems to point to an importance of having an
individual to support them in achieving their needs.
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Time spent at the bedside. The average amount of time family members spent
at the bedside within the three days prior to data collection was approximately 13 hours.
The researcher noted that family members who spent less time at the bedside had greater
difficulty completing the NMI. Such a short amount of time had passed since the
admission to the critical care unit that it was difficult to assess the degree that needs were
met – they simply had not had the opportunity to have needs met yet. This is evident in
the small portion of the sample that completed all the items in the NMI (n = 13) and as a
comment offered in the follow-up question related to expression of needs. One
participant stated that needs “hadn’t come up yet” when responding about the expression
of needs to staff.
Results confirmed that the greater the time spent at the bedside, the greater the
relationship to needs. Importance of needs that had a significant positive correlation with
amount of time spent at the bedside include:
•

to talk to the doctor every day,

•

to receive information about the patient once a day,

•

to have visiting hours start on time, and

•

to be assured the best possible care is being given the patient.

Time spent at the bedside had the most significant relationship with the perception of
needs being met. Logically, the more time family member spent at the bedside the more
likely needs were perceived met. Needs identified in this study that were perceived to be
met significantly more for family members who spent more time with the patient include:
•

to know why things are done for the patient,

•

to see the patient frequently,
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•

to have visiting hours changed for special considerations,

•

to know exactly what is being done for the patient,

•

to have explanations given that are understandable, and

•

to feel there is hope.
The more time that is spent at the bedside, the more the nursing staff is able to

build a rapport and communicate with family members. The opportunity for needs to be
met increases when families spend more time at the bedside.
Only two other studies reviewed gathered data about visitation time. Jacob et al.
(2016) asked about time spent in the last two days prior to data collection and Al-Mutair
et al. (2013b) asked about “visitation preference.” However, neither of these studies
found any significant relationship between visitation time and needs.
Age. The findings in this study suggest that as age increases, the importance of
the following needs decreases significantly:
•

to be allowed to help with the patient’s physical care,

•

to be assured it is alright to leave the hospital for a while,

•

to have friends nearby for support,

•

to know which staff could give what type of information, and

•

to know why things were done for the patient.

There was also a significant relationship with age and needs being met. As age increases,
the need “to have visiting hours changed for special considerations” is met less often.
However, the need “to talk about negative feelings such as guilt and anger” is met more
often as age increases.
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Results presented in this study are also supported by other studies that have found
a relationship with needs and age. Delva et al. (2002) found a negative relationship
between age and the importance of the need “to be near the patient” and a positive
correlation relationship between age and comfort needs. While the current study also
found a relationship between age and needs, it was related to need for information and
support. Bandari et al. (2015) also found a negative relationship with age and needs. In
this sample of 450 Iranian family members, as the age increased the perceived
importance for four needs related to proximity and assurance decreased. On the other
hand, as age increased in this sample, the need to talk to the physician daily also
increased in perceived importance. Overall, there are inconsistencies with the findings
related to age, thus highlighting the importance of individual family assessment.
Education. Findings in this study suggest there is a relationship between level of
education and the perceived importance of three different needs. As the level of
education increases, the perceived importance of the assurance needs – “to have
questions answered honestly” and “to know specific facts about the patient’s progress” –
decrease. On the other hand, as the level of education increases, the support need “to
have someone help with financial resources,” is perceived as being of less importance.
It stands to reason that individuals that have attained a higher level of education
perceive needs, such as the need “to have questions answered honestly” and “to know
specific facts about the patient’s progress” as more important. After all, seeking
knowledge is what education is all about. Furthermore, educated participants may
require less financial resources (US Bureau of Labor Statistics, 2018).
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There was also a significant relationship between highest level of education
obtained and perception of four needs being met. Family members with higher levels of
education perceived the four following needs were met less often:
•

to have comfortable furniture near the waiting room,

•

to know which staff members could give what type of information,

•

to know specific facts concerning the patient’s progress, and

•

to know the expected outcome.
Explanation of these findings is unclear from the results. However, they are

supported by other studies that revealed a negative relationship with education and needs.
Authors found a negative correlation with level of education and the perceived
importance of assurance, proximity, support, and comfort needs (Browning and Warren,
2006; Delva et al., 2002). Bandari et al. (2015) also found a negative correlation in an
Iranian cultural setting with level of education and the need “to be told about transfer
plans.” To add to this, in a sample of 230 Greek family members, Chatzaki et al. (2012)
found that those with a lower level of education perceived greater importance for
religious services and emotional and physical needs. These authors noted that a lower
level of education associated with vulnerability and greater need for services.
Browning and Warren (2006) explained some of the differences seen, as it relates
to education and needs. They suggest that with higher levels of education, families may
have “the foundation to make informed choices about needs, make more appropriate
choices about decisions, and take appropriate actions to bring about desired outcomes” (p.
92). The authors suggest that an internal locus of control, which tends to be more
pronounced in more educated individuals, may have an influence on perception of needs.
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Contrary to the findings presented above, there were studies that found that as the
level of education increased, needs were perceived met more frequently. This was true in
Khalaila’s (2012) study of 70 Israeli family members where needs were perceived to be
met more frequently by those with higher levels of education. Bandari et al. (2015) also
found a positive relationship with level of education and information needs, such as the
need to talk to the same nurse every day. Likewise, Kohi et al. (2016) found a positive
relationship with educational attainment and perceived importance of information and
assurance needs in a Tanzanian setting. Interestingly, this study found that there was a
positive relationship with highest level of education attained and talking about the
possibility of the patient’s death.
Religious background. There was limited relationship between needs and
religious background. This was complicated by the fact that the groups were unequal
sizes. Twenty-nine individuals identified as Christian, eight identified as other (four of
whom indicated they were Catholic), and one was Jewish. Interestingly, two Christian
individuals wrote in “Catholic.” Therefore, it seems, there are individuals in both the
Christian and other categories that are Catholic. The Jewish person perceived the need to
be assured the best possible care is being given as less important than others in the study.
Similarly, the Jewish family member perceived the needs to be assured the best possible
care is being given and to have questions answered honestly to be met less often than
others in the study.
Even though the numbers reveal a statistical significance, results are hardly
meaningful with only one Jewish individual in this study. A review of the literature
revealed no studies that found a difference in family needs based on religion.
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Relationship to the patient. Spouses and adult children of critically ill patients
were found to perceive that the need “to see the patient frequently” was met significantly
more often than for others. Furthermore, spouses were found to perceive the need “to
have questions answered honestly” to be of greater importance than other kinship groups
in this cultural setting. Of interest, spouses (n=10) and adult children (n=11) were the
two largest groups, followed by others (n=7) and parents (n=2).
Other researchers reported similar results. For example, Leung et al. (2000)
found that spouses and adult children ranked information and comfort needs higher in a
survey of 50 family members in Hong Kong. Similarly, in a sample of 200 Belgian
family members, Delva et al. (2002) also found that spouses and children perceived a
greater importance for information needs, while only spouses perceived assurance and
proximity needs of greater importance. Furthermore, Bandari et al. (2015) found that
Iranian adult children perceived a greater importance for the need “to have questions
answered honestly” and “to have directions as to what to do at the bedside.” Finally,
Zainah et al. (2016) found that adult children had an increased need to be close to the
patient in a sample of 109 Malaysian family members. Across a variety of geographical
settings, adult children and spouses have greater perceived importance of identified needs
than those with other relationships to the patient.
Perception of patient condition. Two items revealed a significant difference in
perception of importance of needs and perception of patient condition. As the patient’s
condition is perceived to be worse by the family member, there is a greater perceived
importance to talk to the doctor everyday. It stands to reason that as the patient is
perceived to be sicker then it would be more important to talk to the doctor daily. There
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was no significant difference in perception of needs being met as it relates to the
perception of patient condition.
In the literature, data related to patient condition were measured differently –
either the patient’s actual condition was noted (Azoulay et al., 2001), the family
member’s perception of the patient’s condition (Browning & Warren, 2006; Kosco &
Warren, 2000) or the family’s recall of the patient’s diagnosis (Omari, 2009). Regardless
of how it was measured, no other studies found any difference in needs in family
members based on their perception of the patient’s condition.
Residency status. Since the USVI is a major tourist destination, it is not
uncommon that visitors may require hospitalization or even critical care during their visit.
It was important to the researcher to determine if visitors have a different perception of
importance of needs. From this study, there was only need that was significantly
different for residents and visitors. Visitors had a greater need than residents to have
comfortable furniture near the waiting room. However, this calculation is limited since
only four visitors participated in the study. Families of patients who are visitors tend to
spend more time at the bedside given they are far from home. Therefore, it is reasonable
that they would perceive comfortable furniture to be of greater importance than those that
may be able to leave and go home after they visit their loved one in the hospital. The
researcher noted, however, that none of the family members used the waiting room while
collecting data on the unit. Therefore, it is important that comfortable furniture for
family members is also available at the bedside as well as in the waiting room.
Previous intensive care experience. There was no difference between the two
groups and the perception of importance of needs or degree needs were perceived met.
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Only one other study that was reviewed found a relationship between previous experience
visiting an ICU and family needs. In a sample of 40 family members in Hong Kong, Lee
and Lau (2003) found that those who had not visited an ICU previously had an increased
need to talk about feelings about the critical illness. However, this was not reflected in
the findings of the current study.
Ethnicity. There were no significant differences between ethnic groups and
perception of needs in this sample. The majority of the participants in this study were
Afro-Caribbean (54.8%). Given the small number of participants in the other groups this
may have been a limitation in being able to draw any conclusions related to the
relationship between ethnicity and family members’ needs.
In the literature it was not common to ask family members’ ethnicity – in fact,
only one other study did (Auerbach et al., 2005). It does not appear, however, that the
authors of this study sought to determine if there is a relationship between ethnicity and
needs from their research questions. Other studies looked at nationality instead of
ethnicity. For example, Azoulay et al. (2001) asked if families were French or nonFrench. Chatzaki and colleagues (2012) asked if families were Greek or other and AlMutair et al (2013b) asked if participants were Saudi or non-Saudi. None of these studies
reported any significant relationships between nationality and needs.
Coping mechanisms and culture. Family members in this study were asked how
they cope with the critical care admission of their loved one. The response mentioned
most consistently from those that answered the question was prayer. A majority of those
that mentioned prayer indicated they were of Afro-Caribbean ethnicity. Other ways of
coping included – positive thinking (n=2) and taking it one day or step at a time (n=3).
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Two respondents stated they had a difficult time coping with the critical care admission
of a loved one. Finally, two respondents noted that communication, one in particular
specified “talking to the doctor,” helped them to cope.
Scholars who studied spirituality and religiosity in over 6,000 Americans support
these findings. Chatters, Taylor, Bullard, and Jackson (2008) found that close to 80% of
the Black Caribbeans in their sample consider themselves both religious and spiritual,
which is more than Non-Hispanic Whites, but less than African Americans. However,
prayer can be a means to cope even for those that do not identify as religious (Timmins,
Naughton, Plakas, 2015). Brathwaite and Lemonde (2017) studied Caribbean immigrants
diagnosed with diabetes living in Canada and found that they had strong religious beliefs
and engaged in prayer as a means to cope with illness. Prayer was also found to be an
important part of end-of-life practices for Afro-Caribbeans in a systematic review of the
literature (Moss & Williams, 2014). The prevalence of prayer as a coping mechanism
seems reasonable given the presence of approximately one church per square mile in the
USVI.
Other authors in the topic area have found that spirituality is a feature element in
coping with critical illness. Al-Mutair et al. (2013a) explored the experiences of family
members in a Saudi Arabian setting where family members typically possess strong
Islamic traditions. Family members in this study spoke to their belief in Allah as the
ultimate healer. While the authors stated that the findings of this study are unique to this
setting, it is evident that family members of different faiths also look to religion and their
spirituality to get them through this difficult time. In a study of 20 family members in an
American setting, Maxwell et al. (2007) found that family members desired to have a
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visit from a chaplain and to have spiritual support to meet their needs. Hunsucker,
Flannery, and Frank (2000) found that families of critically ill individuals in rural
American settings also use prayer as a coping mechanism.
Al-Hassan and Hweidi (2004) highlight that comfort is not a one-dimensional
concept. There are many facets to comfort including psycho-spiritual comfort. This fact
brings to light the importance that families should feel comfortable to pray when they feel
it necessary. Data were not collected about family members’ perception of level of
comfort with prayer. However, since, there are more native nurses working in the study
setting at this time, it seems that these nurses would be comfortable with family members
who pray.
Other means of coping that participants considered to be culturally influenced
included:
•

being with the patient,

•

distractors such as games, song, and food,

•

positive thinking,

•

hope, and

•

reliance on God.

It is important to note that each of the responses above was offered only once by the
different participants in the study. Most of the respondents reported that these culturally
oriented means of coping were always met. This could be due to the fact that most of the
nurses caring for the patients and their family members at the time of data collection were
primarily of the same culture.

105
Length of stay. There was no significant relationship between length of stay and
the perceived importance of needs or the degree to which needs were met. The length of
stay at the time of data collection for patients of family members included in this study
ranged from one to 12 days and the average was 3.76 days. Only one study found that
length of stay demonstrated a relationship with family members’ needs. In a study of 176
Saudi Arabian family members, scholars found that a longer length of stay meant that
family members perceived assurance needs to be more important (Al-Mutair et al.,
2013b). The average length of stay in this study was 40.1 days. A longer length of stay
indicates a prolonged critical illness, thus families may need more assurance from the
health care team. The study mentioned above differed from this dissertation study in that
the average length of stay was much longer than the current study.
The researcher for this study was at the ICU most days of the week during the
data collection period. Family members were recruited quickly once they were eligible to
participate. The patients with longer lengths of stay were recruited within the first two
weeks of data collection. Thus, there was a shortened length of stay represented in the
data. Of interest, the length of time the patient was in the ICU did not have a bearing on
family member needs; however, the actual time the family member spent at the bedside
did.
Characteristics in this sample, such as gender, time spent at the bedside, and use
of prayer influenced the needs of families during the critical care admission. However,
the limited number of participants restricted the ability to draw more meaningful
conclusions about the data.
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Connection to Theory
The findings in this study support one of the major assumptions of Leininger’s
Theory of Culture Care Diversity and Universality. The assumption that there are
similarities and differences “in culture care expressions, meanings, patterns, and practices”
(Leininger & McFarland, 2006, p. 17) is evident given the comparison of these findings
with those of families of other cultures in this common situation. While the specific
means and ranking of the most important needs may differ from other studies, overall the
most important needs reflect similarity to other cultures, as previously discussed. Care
practices that focus on addressing assurance and information needs are likely to address
family members’ primary concerns during the critical illness of a loved one.
Religious factors influence care expressions in this study sample. Results reveal
that chaplain services are more important to family members in this study compared to
those in other studies. Other scholars have noted that religious factors have importance
in Afro-Caribbean culture. Chatters et al. (2008) conducted a study of spirituality and
religiosity including more than 1600 Black Caribbeans living in the United States.
Almost 80% of these individuals identified as being spiritual and religious. This supports
the notion that religious factors have an influence on behaviors of Caribbean families of
critically ill patients. Findings indicate that prayer and religious factors are important in
Caribbean culture and are a part of coping with illness. Nursing care should foster an
environment where families are free to express their spirituality through prayer and are
supported to do so. Ultimately, prayer, while diverse in its forms, is a feature universal to
different cultures (Lobar, Youngblut, & Brooten, 2006).
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Also of note is a finding that reflects technological factors that influence care
expressions. The family members’ perceived importance for the need “to have a
telephone near the waiting room” reflects the modern era of cellular communication.
When the Critical Care Family Needs Inventory was developed, family members did not
have such ready access to telephones. In the modern era, cell phones are ubiquitous.
Despite the occasions when visitors’ cell phones may not function due to lack of network
support, the need “to have telephones near the waiting room” was among the least
important needs.
Gender-related behaviors have links to social structure dimensions, which is also
supported by Social Role Theory (Eagly & Wood, 2012). That females are at the bedside
more frequently than men may be an indication of the roles females have in the larger
social structure of Caribbean culture, but this is something that would need to be
confirmed through further exploration. In general, there is inconsistency in the research
related to any results that emerged related to gender within and among geographical and
cultural groups. One study highlights this inconsistency. Gundo et al. (2014) found in
their sample of 62 family members in Malawi that men had a greater need for comfort
than women. The authors state that male family members required more attention to their
comfort needs than women in this sample. The findings of this study along with others
highlight that gender roles should not be assumed universal across cultures.
Educational factors also influence care expressions (Leininger & McFarland,
2006). Findings in this study demonstrate that more educated participants in this sample
perceive a greater importance for assurance needs. However, these same individuals are
less likely to have assurance and information needs met.
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It seems there is a trend related to kinship factors across cultures. Spouses and
adult children have greater needs than other types of family members. This may reveal a
universality related to kinship factors; however, this would need further exploration in
research to develop any conclusive statements.
Limitations
Limitations in this study fall into three categories – sample, instrumentation, and
research design. First and foremost, the sample size was limited. A priori power analysis
revealed that a sample size of approximately 110 participants was required to achieve a
medium effect size with a power of 0.8. However, only 42 participants (including seven
from the pilot study) were included in the results. Due to low census in the intensive care
unit – at times only two patients admitted – the number of family members able to be
recruited was limited. The limited size of the sample yielded small and unequal group
sizes, which curbs the robustness of statistical analysis (Plichta & Kelvin, 2013).
Another limitation of the sample is that only English-speaking individuals were recruited.
Therefore, the needs of families who do not speak English were not captured.
Additionally, family members of pediatric patients were not included in this study. Since
there is no pediatric ICU at the study setting, nurses in the ICU care for pediatric patients.
The literature suggests that families of pediatric patients may have unique needs (Mundy,
2010), which this study did not explore.
There were limitations noted in the data collection instrument. In total, there were
103 opportunities for response on the instrument. This may have been a deterrent for the
few family members that declined to participate in the study and may explain the number
of surveys with missing data. When the instrument was pilot tested, some family
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members reported that it was lengthy. On the other hand, one family member said that all
of the items were relevant. In order to capture as much data as possible, all items were
retained for the main study. Other authors used a shortened version of the CCFNI and
reported reliability coefficients greater than .80 with modified instruments (Maxwell et
al., 2007; Norris & Grove, 1986).
Another limitation of this study was the research design. The survey method was
used to collect data, but this has limitations in learning more about the participants.
There was no opportunity to learn more about the participants’ responses, which would
have yielded more meaningful findings. For example, the survey asked if participants
were residents or tourists/visitors. There was no way to learn where participants were
from originally, which could have yielded useful information about culture. Convenience
sampling also limits the strength of statistical tests that have assumptions of random
sampling (Plichta & Kelvin, 2013). Single-site data collection also limits the
applicability of findings of this study. Time and financial constraints limited the
researcher’s ability to collect data at another site within the USVI. Therefore, the results
cannot be generalized to the entire population of the USVI and are not definitive of
Caribbean culture – “Caribbean” is not a one-size-fits-all term. There are many subtle
nuances to the cultures of people from various islands in the region.
Implications for Practice
Nurses play an important role in meeting the needs of family members. The
findings of this study have the potential to inform policies and interventions that support
meeting family needs in this cultural setting. Assessment is a key part of determining
family needs in order to provide culturally congruent care (Davidson et al., 2007;
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Leininger & McFarland, 2006). Nurses should engage in assessment of individual family
needs in order to ensure that care is congruent with needs (Maxwell et al., 2007) and also
formal assessment, as in this study, to determine quality of care. In particular, this would
have been helpful after the hurricanes of 2017 to determine how family members’ needs
could be addressed given these natural disasters. Further, assessment of family member
needs with the Needs Met Inventory has the capacity to indicate how well the health care
team is meeting family member needs.
Prayer is an important part of coping for families in this setting. Recognizing this
enhances the nurse’s ability to anticipate needs and provide culturally congruent care in
the setting. Prayer is supported by the American College of Critical Care Medicine’s
clinical practice guidelines for support of the family in the intensive care unit (Davidson
et al., 2007). In fact, prayer has been offered as a strategy for addressing family member
needs in a “Family Visiting Kit” (Davidson, Daly, Brady, & Higgins, 2010). Staff nurses
in this setting should be sensitive to the spiritual needs of families. If they are not
comfortable in assisting with this need, they should be able to make a referral to chaplain
services. Currently, a hospital chaplain makes rounds occasionally and visitors from
patients’ and families’ churches offer spiritual support. There is a small chapel located
on the fourth floor of the hospital where families can have a quiet, private place to pray.
Communication is an essential element of care (AACN, 2015). To address the
most important needs of assurance and information, enhanced communication would help
to improve care. Purposeful communication is a strategy that meets all domains of needs
(Maxwell et al., 2007) and can potentially increase the frequency that needs that are
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perceived of greatest importance in this sample are met – especially through providing
clear, honest details to families.
While proximity needs ranked among the lowest in perceived importance, overall,
perhaps family members could be encouraged to spend more time at the bedside in order
to have their needs met more often. This study reported that family members that spend
more time at the bedside often have more needs met.
Finally, the results of this study have the potential to inform education that is
provided to all members of the interdisciplinary clinical team. Given that there are, at
times, a large number of temporary workers (at the time of writing, physicians more than
nurses), education of these members of the health care team can potentially enhance the
cultural congruence of care being provided.
Implications for Nursing Education
As mentioned in the previous section, the inclusion of education about families of
Caribbean culture has the potential to enhance the cultural congruence of care provided.
Additionally, student nurses who have clinical learning experiences in this setting should
be educated about family member needs, as they will be encountering these individuals.
Chatzaki et al. (2012) implemented a “coordinated education effort targeting both
medical and nursing staff” (p. 1837). However, the recommendation arising from the
current study is to include members of the interdisciplinary health care team, such as
social workers and the chaplain.
The findings of this study have the potential to assist the nurse educator in
selecting evidence-based teaching strategies for orienting students to the clinical learning
experience in this particular setting. Nursing students should have training on assessing
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spirituality and potentially providing spiritual care, as appropriate, to families and
patients.
Providing culturally congruent care to families in this setting is dependent upon
nurses having an understanding of the factors that influence these patients and families.
Care should be mindful of religious and educational factors along with cultural values,
beliefs and lifeways.
Recommendations for Further Research
Further research in this cultural setting is needed to gain a more solid
understanding of the cultural nuances that affect family members’ experience of the
critical care admission. One recommendation would be to use a research design that uses
interviews in order to elicit more feedback from families. Other scholars in the topic area
used interviews in mixed methods (Burr, 1998; Yang, 2008), grounded theory (de Beer &
Brysiewicz, 2016), and phenomenological approaches. In all of these instances, the
authors highlighted the value of the additional insight gained through the use of this
technique.
The Needs Met Inventory did not reach its full potential in this study. In this
sample, only 13 participants completed the entire inventory. Not only was the inventory
lengthy, but also the timing of approach had an influence on participants’ ability to
respond. Some participants indicated to the researcher upon returning the instrument that
they had not been there long enough for needs to be met yet. One participant indicated in
a follow-up item that needs “hadn’t come up yet” thus supporting that time is a factor that
influences the ability to assess needs being met. Therefore, conducting research for a
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longer length of time with a larger sample size could have the potential to yield more
useful results with the NMI.
A pilot study of a shortened, revised instrument would be useful to determine a
more straightforward manner of collecting data about family member needs. In its
current state, the CCFNI and NMI have 86 items in all. Participants reported that some
of the items were repetitive, such as the needs to know exactly what is being done, to
know how the patient is being treated medically, and to know why things are being done
for the patient. There is a subtle difference in the wording of each of those items,
however, there may not be a discernable difference to the participants. Further, some
items are not relevant to the context of this study setting, such as the need to talk to the
same RN every day and to have a telephone near the waiting room. In this setting, cell
phones are ubiquitous and the same nurses do not work each day. Therefore, these needs
may be moot. The need “to be encouraged to cry” could be changed to “to be encouraged
to express emotions”, which has the potential to capture a wider range of emotions.
Further research should include pilot testing of a revised instrument in this cultural
setting.
Finally, future research should be conducted in other Caribbean settings and
include family members that do not speak English. Research in other Caribbean settings
and including non-English speakers has the potential to elucidate a wider range of needs
and experiences of Caribbean families and potentially confirm or refute the findings of
this study.
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Conclusion
This study contributes to the existing body of knowledge of needs of families
from different cultures around the world and adds a Caribbean perspective. Culturally
congruent interventions should target assurance and information to meet the most
important needs for this sample. Results in this study suggest that gender and the amount
of time spent at the bedside have the greatest relationship with perceived importance of
needs and needs being met, respectively. It was also revealed that prayer is an important
part of coping with critical illness for Caribbean family members in this setting.
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Instructions:
The purpose of this survey is to learn more about the needs of family members that visit
patients in the intensive care unit at Schneider Regional Medical Center. Although the
needs of family members have been explored in other settings, there are no reports that
families’ needs have been explored in the Caribbean. I would like your help to learn
more about families’ needs in this region.
Please complete the two surveys---some demographic questions, which are a few
questions about you, and a survey – the Critical Care Family Needs and Needs Met
Inventories.
The two surveys will take about 20 minutes to complete.
Thank you for your participation in this study.
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Demographic Questionnaire
Date: ______________________________
Age: _______
Check the box for the most appropriate response to the following items:
Gender
Female ☐
Male ☐

How many days has the patient been in
the ICU?
______ days

Ethnicity
Afro-Caribbean ☐
Arabic ☐
Asian ☐
Caucasian ☐
Hispanic ☐
Other ☐ ____________________
Are you a ________ of the territory?
Resident ☐
Tourist/visitor ☐
Highest level of education completed
Grade school ☐
High school ☐
Some college ☐
College degree ☐
Graduate degree ☐
Approximately how many hours have you
spent at the patient’s bedside in the last 3
days?
__________ hours

Relation to the patient
Parent ☐
Spouse ☐
Significant Other ☐
Child ☐
Brother/sister ☐
Friend ☐
Grandparent ☐
Other ☐ ___________________
Do you have previous experience of
visiting an ICU?
Yes ☐
No ☐
Religious background
Christian ☐
Muslim ☐
Jewish ☐
Other ☐ ____________________
What is your view of the patient’s
condition?
Good ☐
Fair ☐
Poor ☐
Grave
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Critical Care Family Needs Inventory & Needs Met Inventory
How IMPORTANT is this need to you?
Not
important
(1)
1. To talk
about negative
feelings such
as guilt and
anger
2. To have a
place to be
alone while in
the hospital
3. To have
directions as to
what to do at
the bedside
4. To talk
about the
possibility of
the patient’s
death
5. To have
friends nearby
for support
6. To have a
staff member
be concerned
with the
relatives’
health
7. To have
explanations
of the
environment
before going
into the critical
care unit for
the first time
8. To have the
bathroom near
the waiting
room
9. To have
comfortable
furniture near
the waiting
room
10. To have a
telephone near
the waiting
room
11. To have
good food
available in
the hospital
12. To be
assured it is all
right to leave

Slightly
important
(2)

Important
(3)

Very
important
(4)

Was this need MET?
Never
met
(1)

Sometimes
met
(2)

Usually
met
(3)

Always
met
(4)

N/A
(0)
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How IMPORTANT is this need to you?
Not
important
(1)
the hospital for
awhile
13. To feel
accepted by
the hospital
staff
14. To know
why things
were done for
the patient
15. To know
how the
patient is
being treated
medically
16. To know
exactly what is
being done for
the patient
17. To know
about the types
of staff
members
taking care of
the patient
18. To know
which staff
members
could give
what type of
information
19. To be
allowed to
help with the
patient’s
physical care
20. To talk to
the doctor
every day
21. To have a
specific staff
member to call
at the hospital
when unable
to visit
22. To visit at
anytime
23. To see the
patient
frequently
24. To receive
information
about the
patient once a
day
25. To have
visiting hours
changed for
special

Slightly
important
(2)

Important
(3)

Very
important
(4)

Was this need MET?
Never
met
(1)

Sometimes
met
(2)

Usually
met
(3)

Always
met
(4)

N/A
(0)
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How IMPORTANT is this need to you?
Not
important
(1)
considerations
26. To be
called at home
about changes
in the patient’s
condition
27. To be told
about transfer
plans while
they are being
made
28. To have
the waiting
room near the
patient
29. To have
visiting hours
start on time
30. To talk to
the same nurse
every day
31. To have
questions
answered
honestly
32. To be
encouraged to
cry
33. To have
explanations
given that are
understandable
34. To be
assured that
the best care
possible is
being given to
the patient
35. To feel
there is hope
36. To be told
about chaplain
services
37. To know
specific facts
concerning the
patient’s
progress
38. To feel
that hospital
personnel care
about the
patient
39. To know
the expected
outcome
40. To be told
about other
people that

Slightly
important
(2)

Important
(3)

Very
important
(4)

Was this need MET?
Never
met
(1)

Sometimes
met
(2)

Usually
met
(3)

Always
met
(4)

N/A
(0)
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How IMPORTANT is this need to you?
Not
important
(1)

Slightly
important
(2)

Important
(3)

Very
important
(4)

Was this need MET?
Never
met
(1)

Sometimes
met
(2)

Usually
met
(3)

Always
met
(4)

N/A
(0)

could help
with problems
41. To have
someone help
with financial
problems
42. To be
alone at any
time
43. To have
another person
with the
relative when
visiting the
critical care
unit
(Molter, 1979; Warren, 1993)

1. Are there any other needs that were not covered?
2. Have you expressed any of your needs to staff members?
3. How do you cope with the critical illness of your loved one?
4. Describe any cultural needs or practices that help you cope with the critical illness of
your loved one.

è If you answered #4, were these needs met?
Never met ☐
Sometimes met ☐
Usually met ☐
Always met ☐
5. What suggestions do you have that would help meet the needs of family members?
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CONSENT FORM FOR HUMAN PARTICIPANTS IN RESEARCH
UNIVERSITY OF NORTHERN COLORADO
Project Title: Pilot Test of Critical Care Family Needs Inventory in the US Virgin Islands
Student Researcher:
Research Advisor Chair:
Committee Member:
Committee Member:
Committee Member:

Amy Schweizer, RN, MSN, CCRN
Jeanette McNeill, DrPH, RN, MSN, CNE, ANEF
Lory Clukey, PhD, PsyD, RN, CNS
Darcy Copeland, PhD, RN
Joyce Weil, PhD

Contact Information:
Student Researcher: Amy Schweizer, RN, MSN, CCRN
E-mail: schw8004@bears.unco.edu
Research Advisor: Jeanette McNeill, DrPH, RN, MSN, CNE, ANEF
E-mail: jeanette.mcneill@unco.edu
You are invited to take part in a study that will look at the use of the Critical Care Family Needs Inventory
in a Caribbean population. This survey asks about family members’ needs during the critical care
admission. This is a pilot test for a survey to be used in a study for a PhD program at the University of
Northern Colorado.
During this pilot study, you will be asked to fill out a demographic survey and the Critical Care Family
Needs Inventory. You will also be asked talk about your views, to get more information on the survey
itself. This process will take about 30 minutes to complete. You will not receive any direct benefits from
agreeing to be in this pilot study. However, your information and comments will help the researcher learn
more about the use of this survey in a Caribbean population.
Participants will be given a study number so they are not identified by name. Participation is voluntary and
none of the participants or their responses will be identified by name. The identity of each participant will
be accessible only to the student researcher and research advisor. All data collected will be kept in a locked
file cabinet in a locked office in the School of Nursing office at the University of the Virgin Islands. The
data will be coded and will be on a password-protected computer available only by the student researcher.
The researcher will not share personal information about any participant and you are free to share or
withhold any information you choose. Study data may be seen by the institutional review board (IRB)
members but no identifying information will be shared. Also, the study results may be presented at
conferences or published but no identifying information would be shared.
You should not have any bad effects from being in this study, no greater than those normally encountered
in daily life. Potential risks or bad effects include possible strong emotions that may add stress because of
the critical care admission of your family member. You may benefit from participating in the study as you
think and talk about the critical care admission of the patient.
Participation is voluntary. You may decide not to participate in this study and if you begin participation
you may still decide to stop and withdraw at any time. Your decision will be respected and will not result in
loss of benefits to which you are otherwise entitled. After you have read the above and asked any questions,
please sign below if you would like to participate in this research. A copy of this form will be given to you
to keep for future reference. If you have any concerns about your selection or treatment as a research
participant, please contact Sherry May, IRB Administrator, Office of Sponsored Programs, 25 Kepner Hall,
University of Northern Colorado Greeley, CO 80639; 970-351-1910

Volunteer Signature

Date

Student Researcher Signature

Date

Participant ID #: ____
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Pilot Study Results
Table E.1
Demographics of Family Members in Pilot Study

Subject

Highest
level of
education
completed

Relation
to the
patient

Religious
background

Age

Gender

Ethnicity

1

72

Male

Hispanic

Graduate
degree

Spouse

Christian

2

53

Female

Asian

*

Friend

Christian

3

39

Male

AfroCaribbean

High
school

Child

Christian

4

71

Female

Other

High
school

Sister

Christian

5

48

Male

Other

High
school

Other

Christian

6

69

Male

Other

College
degree

Other

Christian

7

74

Female

AfroCaribbean

High
school

Other

Christian

Note. *Missing data

Table E.2
Characteristics Related to Family Members in the Pilot Study

Subject
1

Time spent at
patient’s bedside –
last 3 days (hours)
Almost all the
time

2
> 24
3
<6
4
>6
5
<6
6
<6
7
<6
Note. *Missing data

Previous
experience of
visiting an ICU

What is your view of the
patient’s condition?

*

Grave

Yes
Yes
No
Yes
Yes
No

*
Good
Fair
Fair
Poor
Fair
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Table E.3
Most Important Items in Pilot Study
Rank

Item

1

To have someone help with financial problems

2

To know the expected outcome/prognosis

3

To feel that hospital personnel care about the patient

4

To know specific facts concerning the patient’s progress

5

To be assured that the best care possible is being given to the patient

6

To have explanations given that are understandable

7

To have questions answered honestly

8

To be called at home about changes in the patient’s condition

9

To receive information about the patient once a day

10

To see the patient frequently

Table E.4
Least Important Items in Pilot Study
Rank

Item

39

To talk about feelings

40

To have a place to be alone while in the hospital

41

To talk to the same nurse everyday

42

To be encouraged to cry

43

To have a telephone near the waiting room
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Table E.5
Needs Most Often Met in Pilot Study
Rank

Item

1

To see the patient frequently

2

To visit at any time

3

To be alone at any time

4

To know the prognosis/expected outcome

5

To know specific facts concerning the patient’s progress

6

To help with the patient’s physical care

7

To feel that hospital personnel care about the patient

8

To be assured that the best care possible is being given to the patient

9

To know what exactly is being done for the patient

10

To be assured it is all right to leave the hospital for awhile

Table E.6
Needs Least Often Met in Pilot Study
Rank

Item

39

To talk about the possibility of the patient’s death

40

To be encouraged to cry

41

To have a telephone near the waiting room

42

To have someone help with financial problems

43

To have comfortable furniture near the waiting room
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Table E.7
Descriptive Statistics for Pilot Study of Data Collections Instruments
Subscale
Support

Comfort

Information

CCFNI
Item
M (SD)
1. To talk about negative feelings such as guilt
2.57 (1.13)
and anger
2. To have a place to be alone while in the
2.29 (1.11)
hospital
3. To have directions as to what to do at the
3.00 (1.00)
bedside
4. To talk about the possibility of the patient’s
2.86 (.90)
death
5. To have friends nearby for support
3.43 (.54)
6. To have a staff member be concerned with
3.57 (.54)
the relatives’ health
7. To have explanations of the environment
3.14 (.38)
before going into the critical care unit for the
first time
32. To be encouraged to cry
2.00 (1.27)
36. To be told about chaplain services
2.86 (1.07)
40. To be told about other people that could help
3.57 (.54)
with problems
41. To have someone help with financial problems 3.71 (.488)
42. To be alone with the patient
3.33 (.52)
43. To have another person with the relative when 3.00 (1.0)
visiting the critical care unit

NMI
M (SD)
2.17 (1.17)
2.17 (.75)
2.17 (.41)
2.00 (1.23)
2.83 (.98)
2.83 (.41)
2.17 (.98)
1.83 (.75)
2.33 (1.21)
2.80 (1.10)
1.60 (.89)
3.17 (.75)
2.67 (1.21)

8. To have the bathroom near the waiting room
9. To have comfortable furniture near the waiting
room
10. To have a telephone near the waiting room
11. To have good food available in the hospital
12. To be assured it is all right to leave the
hospital for awhile
13. To feel accepted by the hospital staff

3.29 (.49)
2.57 (.49)

2.17 (1.17)
1.60 (.55)

1.71 (.95)
3.29 (.49)
3.29 (.49)

1.83 (.75)
2.80 (.84)
3.00 (1.10)

2.86 (1.07)

2.80 (.84)

14. To know why things were done for the patient
15. To know how the patient is being treated
medically
16. To know exactly what is being done for the
patient
17. To know about the types of staff members
taking care of the patient

3.29 (.49)
3.71 (.49)

2.80 (.84)
2.80 (.84)

3.57 (.54)

3.00 (.82)

3.00 (1.00)

2.67 (.82)
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Table E.7, continued
Subscale
Information

Proximity

Assurance

Note. *n=7

CCFNI
M (SD)
3.29 (.54)

NMI
M (SD)
2.67 (.82)

3.57 (.54)

3.17 (.98)

3.43 (.79)
3.33 (.52)

2.57 (1.13)
2.00 (.71)

22. To visit at anytime
23. To see the patient frequently
24. To receive information about the patient once
a day
25. To have visiting hours changed for special
considerations
26. To be called at home about changes in the
patient’s condition
27. To be told about transfer plans while they are
being made
28. To have the waiting room near the patient
29. To have visiting hours start on time
30. To talk to the same nurse every day

3.71 (.49)
3.71 (.49)
3.71 (.49)

3.29 (.76)
3.557 (.54)
2.83 (1.17)

3.43 (.79)

2.33 (.82)

3.71 (.49)

2.80 (1.10)

3.57 (.54)

2.60 (1.14)

3.29 (.76)
3.00 (1.16)
2.29 (.76)

2.86 (1.22)
2.83 (.75)
2.00 (.63)

31. To have questions answered honestly
33. To have explanations given that are
understandable
34. To be assured that the best care possible is
being given to the patient
35. To feel there is hope
37. To know specific facts concerning the
patient’s progress
38. To feel that hospital personnel care about the
patient
39. To know the expected outcome

3.71 (.49)
3.71 (.49)

2.83 (.75)
2.67 (.82)

3.71 (.49)

3.00 (.89)

3.57 (.54)
3.71 (.49)

2.83 (.98)
3.17 (1.17)

3.71 (.49)

3.00 (.89)

3.71 (.49)

3.17 (.75)

Item
18. To know which staff members could give
what type of information
19. To be allowed to help with the patient’s
physical care
20. To talk to the doctor every day
21. To have a specific staff member to call at the
hospital when unable to visit
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APPENDIX F
LIST OF RESOURCES FOR FAMILY MEMBERS
OF CRITICALLY ILL PATIENTS
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Alcoholics Anonymous (AA)
Tel: 776-5283/690-5283
Website: www.aavirginislands.org
Purpose: Support group for recovering alcoholics.
Programs: 12-Step Recovery Program, Al-Anon
American Cancer Society, St. Thomas
Tel: 775-5373
Website: www.cancer.org
A nationwide community-based voluntary health organization dedicated to eliminating
cancer as a major health problem by preventing cancer, saving lives & diminishing
suffering from cancer, through research, education, advocacy & service.
Programs: Education, Advocacy, Patient Support
American Red Cross of the Virgin Islands, St. Thomas
Tel: 774-0375
Website: www.redcross.org
Purpose: To provide relief to victims of disaster and helping people prevent, prepare for
and respond to disasters.
Programs: Disaster Services, Armed Forces Emergency Services, First Aid, CPR and
Aquatic Training, HIV/AIDS Prevention/Education
Bethlehem House, St. Thomas
#9A Hospital Ground, STT
Tel: 777-5001
Website: www.catholiccharitiesusvi.org/Bethlehem_House.html
Purpose: To provide shelter and food for homeless women, men and children.
Continuum Care, Inc., St. Thomas
Phys: VI Medical Foundation Bldg., STT
Tel: 714-2273
Website: www.ccivi.com
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Purpose: To provide hospice care for the terminally ill.
Programs: Home Health Care, Pain Grief and Loss Counseling, Palliative Care, Pain
Management
Family Resource Center, Inc.
Tel: 776-3966/776-STOP
Purpose: To provide crisis intervention, education through outreach, counseling,
emergency shelter, court advocacy, other services to any victim of domestic violent
crimes.
Programs: Services include but are not limited to: Individual/Group Counseling, 24-Hr
Safe-house, Batterers’ Intervention (Male & Female), Services in Spanish & French,
Court Advocacy, Community Outreach Educ., Family & Youth Crisis, Intervention
(Anger Mgmt, Rites of Passage, Parenting Skills), VI Victim Advocates crisis responders,
other emergency assistance)
Insight Psychological Services
Tel: 340-774-2228
Purpose: Services include a comprehensive range of psychiatric and psychological
services which include:
Medication management, Individual therapy, Family therapy, Couples counseling
Salvation Army
Tel: 277-1854 STT/626-0654 STX
Website: www.use.salvationarmy.org/use/ www_use_vi.nsf/
Purpose: Serving the whole person, body, mind and spirit, with integrity and respect,
using creative solutions to positively transform lives.
Programs: Feeding program, Classes, Community Programs; Arts, Counseling, Events,
Facility Rental, Family Support, Meetings, Parenting
St. Thomas East End Medical Center Corporation
Phys: 4605 Tutu Park Mall, STT
Tel: 775-3700
Website: www.stthomaseastendmedicalcenter.com
Purpose: Provides superior, comprehensive care in virtually every medical specialty.
Programs: Ambulatory Clinic, Family Planning, Ob/Gyn Care, Routine Health Services,
Pediatric Care including: Baby Well Care, Dental Care, Immunization
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VI Legal Assistance Foundation, Inc.
Tel: 773-6887
Purpose: Provides grants to other non profits to assist in carrying out its mission of
providing legal services to the disadvantaged and indigent of the Virgin Islands

